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DECISTION

The attached Proposed Decision of the Administrative Law

Judge is hereby adopted by the Medical Board of California as its

Decision in the above-entitled matter.

This Decision shall become effective on January 16, 1997

IT IS SO ORDERED December 17, 1996 ;
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Chair, Panel B
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PROPOSED DECISION

The matter came on regularly for hearing before Jaime
René Romén, Administrative Law Judge, Medical Quality Hearing
Panel, Office of Administrative Hearings, Sacramento, California,
on November 14, 1996.

Complainant was represented by Fred A. Slimp, II, Deputy
Attorney General, Health Quality Enforcement Section, California
Department of Justice.

Respondent August L. Stemmer, M.D. (hereinafter
YRespondent") was represented by Kenneth A. Coren, Esq.

Evidence was received and the matter deemed submitted on
November 14, 1996.

FINDINGS OF FACT
Procedural Findings
I
Complainant, Ronald Joseph, Executive Director of the

Medical Board of California (herelnafter “"the Board"), brought the
Accusation on August 26, 1996, in his official capacity.



II

On June 13, 1961, Respondent was issued Physician’s and.
Surgeon’s Certificate No. G6854 by the Board.

Factual Findings

ITT

In 1955, Respondent graduated from Harvard University
Dental School with a D.M.D. degree. Following graduation, and
incident to a particular program extant at that time, Respondent
enrolled in and graduated from Harvard University Medical School
with an M.D. degree 1in 1957. Following an internship and
residency, and having been deferred from military service during
his period of education and training, he entered the United States
Army. Having been certified by the American Board of
otolaryngology, Respondent, in 1961, upon departing the Army,
entered into a private practice involving Otolaryngology and
Maxillo-Facial Surgery in San Francisco. In early 1971, having
been offered an appointment at Illinois’ Cook County Hospital, he
departed California and, obtaining appropriate licensure in
Illinois, wundertook duties as Chief, Otolaryngology and Maxillo-
Facial Surgery, including teaching twelve residents. Departing
Illinois in 1975, he returned +to a private practice in
Otolaryngology and Maxillo-Facial Surgery in San Francisco until
around 1978 or 1979, Thereafter he departed San Francisco to
undertake a similar private practice in Lake Tahoe.

v

At the onset of Operation Desert Storm, and as a
consequence of the bankruptcy of the hospital in Lake Tahoe,
requiring Respondent to travel some distance to exercise surgical
.and hospital privileges, and, 62 years old, .-he. considered the
significance of a retirement pension, and solicited both the Navy
and the Army for appointment as a commissioned medical officer.
Respondent selected the Army and, in April 1991, undertook duties
in Germany as a commissioned medical officer at the rank of Major.

v

As a consequence of Operation Desert Storm, and
casualties related thereto, Respondent, practicing Otelaryngology
and Maxillo-Facial Surgery, would see 5 - 10 patients a day.
Military downsizing and fiscal constraints by 1993 increased the
number of patients he would see to at least 10 - 20 patients a day.
By 1994, the patient load increased even further.



VI

Sometime in 1993, Respondent, engaged in the treatment of
patients as referenced in Finding No. V, noticed an increasing
daily lassitude and visual acuity problem. Following numerous
visits, he was referred to an Opthamologist who diagnosed
cataracts. Further referral resulted in an additional diagnosis of
diabetes. :

VII

On February 23, 1995, following a hearing, Respondent’s
clinical privileges in Otolaryngology and Maxillo-Facial Surgery at
Landstuhl Medical Center, Germany, were revoked. Respondent
appealed the revocation and, on November 22, 1995, the Department
of the Army, Office of the Surgeon General, upheld the revocation.

VIII

The facts and circumstances underlying the d1501p11ne set
forth in Finding No. VII are that Respondent:

A. Consistently failed to examine patients to the
degree appropriately indicated by presenting
complaint and/or consultation requested.

B. Failed to employ a surgical methodology in concert
with currently accepted otolaryngology technology.

C. Consistently failed to appropriately document
patient histories, physical examinations and
operative reports to the degree (generally
acknowledged as Dbeing appropriate standard of
practice.

D. Consistently failed to exercise proper judgment in
the course of patient care management.

IX

Claiming to the Army that the circumstances referenced in
Finding No. V impeded his ability to competently practice, the Army
found: that:

A. He had failed to substantiate that his shortcomings
in clinical practice are a result of the pressures
of large patient backlogs and the access to care
requirements of the "3/10 day access standard."



B. other staff otolaryngologists, faced with the same-
requirements, were able to see even more patients
than Respondent while consistently demonstrating
appropriate clinical management and documentation.

Circumstances in Mitigation

X

Respondent, 67, licensed to practice medicine in
California for 35 years, has never been disciplined by the Board.

X1

Respondent, a Lieutenant Colonel and presently affiliated
with the Army Reserves, readily acknowledges the discipline imposed
by the Army.

XIT

Respondent submitted letters of reference relating to his
competency to practice. These letters, drafted in 1994 and
antedating the discipline imposed as set forth in Finding No.
VII, have been given no weight by this tribunal. In the Matter of
Brazil (1994) 2 Cal. State Bar Cct. Rptr. 679; In the Matter of
Respondent K (1993) 2 Cal. State Bar Ct. Rptr. 335; In the Matter
of Potack (1991) 1 Cal. State Bar Ct. Rptr. 525; In the Matter of
Katz (1991) 1 Cal. State Bar Ct. Rptr. 502.

XIII

Respondent has been successfully treated for his
cataracts and diabetes.

. Circumstances in Aggravation
XTIV

The discipline imposed on Respondent by the Army as set
forth in Finding Nos. VII - VIII is less than two years old.

XV

Respondent’s Board certification does not require re-
certification as a measure of continuing competency.

XVl

Respondent, notwithstanding a successful professional
career, was clearly unprepared for the rigors of practice in the



Army. Respondent’s repeated failures to meet the standard of care
as set forth in Finding No. VIII evince a lack of circumspection
and questionable continuing competency.

Costs Findings

XVIT

The Board incurred $831.25 as reasonable costs and fees
in the investigation and prosecution of this matter.

DETERMINATION OF ISSUES
I

Cause exists to revoke or suspend the certificate of
Respondent as a physician and surgeon for discipline imposed by
another state pursuant to the provisions of Business and
Professions Code §141 as set forth in Finding Nos. II and VII -
VIII. (Marek v. Board of Podiatric Medicine (1993) 16 Cal.App.4th
1089, 10093.)

IT

Cause exists to direct Respondent to pay $831.25 as costs
in the investigation, prosecution or enforcement of this matter
" pursuant to Business and Professions Code §125.3 as set forth in
Finding No. XVITI.

IITI

The objective of this proceeding is to protect the
public, the medical profession, maintain professional integrity,
ite high standards, and preserve public confidence in the medical
profession. These proceedings are not for the primary purpose of
punishing an individual (Camacho v. Youde (1979) 95 Cal.App.3d 161,
165; Fahmy v. Medical Board of California (1995) 38 Cal.App.4th
810, 816), including Respondent.

Licensure by the Board is not readily granted.
Qualification for licensure must be met (Business and Professions
Code section 2080, et seg.) and minimum standards continuously
maintained (Business and Professions Code section 2190, et seq.).
The effect of state licensure in California is to assure the public
that the person holding the license is qualified. This furthers
the state’s interest in public health, safety, moral and welfare.
This, however, places a burden not merely on the state but also
Respondent to responsibly conduct all his affairs. In this regard,
it is Respondent who, in the responsible conduct of his affairs,
furthers public confidence in licensure.

5



- The key concern in arriving at a disciplinary
recommendation is the degree to which the public needs protection
from Respondent. (Mepham v. State Bar (1986) 42 Cal.3d 943, 948;
In the Matter of Rodriquez (1993) 2 Cal. State Bar Ct. Rptr. 480,
501.)

Consideration of Respondent’s basis for misconduct
(Finding Nos. VII - VIII) must be balanced with factors relating to
‘mitigation and rehabilitation (Finding ©Nos. X - XII) and
aggravation (Finding Nos. XIV - XVI) to determine the proper meting
of discipline. (Cf. In the Matter of Taylor (1991) 1 Cal. State
Bar Ct. Rptr. 563, 580; Snyder v. State Bar (1990) 49 Cal.3d 1302,
1310 - 1311.) Of particular import is the length of time in which
this licensee has practiced without Board disciplinary incident
(Finding No. X) balanced, however, against the apparent lack of
pertinent continuing and current medical education and training
(Finding Nos. XV - XVI) notwithstanding Board certification
(Finding No. III).

Accordingly, giving due consideration to the facts
underlying the Accusation (Finding Nos. II - IX), the evidence of
mitigation and rehabilitation (Finding Nos. X - XII) and
aggravation (Finding Nos. XIV - XVI), the public interest will not
be adversely affected by the continued issuance of a properly
conditioned physician’s and surgeon’s certificate to Respondent.

ORDER

Certificate No. G6854 issued to Respondent August L.
Stemmer, M.D., is revoked; provided, however, said revocation is
stayed and Respondent is placed on probation pursuant to
Determination of Issues No. I for a period of five (5) years on the
following terms and conditions:

1. Within fifteen (15) days of the effective date of
this Decision, and during the period of probation,
Respondent shall provide the Division of Medical
Quality or its designee, proof that Respondent has
provided a true copy of this Decision on the Chief
of Staff or the Chief Executive Officer at every
hospital, medical group or other facility or
association where privileges or membership are
extended to Respondent or where Respondent is
employed to practice medicine and on the Chief
Executive Officer of every insurance carrier where
malpractice insurance coverage 1is extended to
Respondent or where compensation is tendered for
medical services rendered by Respondent.



Within sixty (60) days of the effective date of-
this Decision, Respondent shall enroll in a course
in Ethics approved in advance by the Division or
its designee, and shall successfully complete the
course during the first year of probation.

wWwithin sixty (60) days of the effective date of
this Decision, Respondent shall pay $831.25 to the
Division of Medical Quality or its designee as
costs in the investigation, prosecution and
enforcement. Failure to reimburse the Division’s
cost of its investigation and prosecution shall
constitute a violation of probation order, unless
the Division agrees in writing to payment by an
installment plan because of financial hardship.

Within sixty (60) days of the effective date of
this Decision and prior to engaging in the practice
of Otolaryngology and Maxillo-Facial Surgery,
Respondent shall submit to the Division of Medical

‘Quality or its designee for its prior approval a

plan of practice in which Respondent’s practice,
for the first two vyears following successful
completion of the oral clinical examination
requirement, shall be monitored by another
physician in Respondent’s field of practice, who
shall provide periodic reports to the Division or
its designee. If the monitor resigns or is no
longer available, Respondent shall, within fifteen
(15) days, move to have a new monitor appointed,
through nomination by Respondent and approval by
the Division or its designee. Respondent is
prohibited from engaging in solo practice for
compensation.

Within ninety (90) days of the effective date of
this Decision, and on an annual basis thereafter,
Respondent shall submit to the Division of Medical
Quality or its designee for its prior approval an
educational program or course in Otolaryngology and
Maxillo-Facial Surgery which shall not be less than
40 hours per year, for each year of probation.
This program shall be in addition to the Continuing
Medical Education requirements for re-licensure.
Following the completion of each course, the
Division or its designee may administer an
examination to test Respondent’s knowledge of the
course. Respondent shall provide proof of
attendance for 65 hours of continuing medical
education of which 40 hours were in satisfaction of
this condition and were approved in advance by the
Division or its designee.
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Respondent, at his expense, shall take and pass an
oral clinical examination in Otolaryngology and
Maxillo-Facial Surgery. This examination shall be
taken within ninety (90) days after the effective
date of this Decision. If Respondent fails the
first examination, Respondent shall be allowed to
take and pass a second examination, which may
consist of a written as well as an oral
examination. The waiting period between the first
and second examinations shall be at least three (3)
months. If Respondent fails to pass the first
examination, he shall notify the American Board of
Otolaryngology within +ten (10) days of such
failure. If Respondent fails to pass the first and
second examinations, he may take a third and final
examination after waiting a period of one year.
Failure to pass the oral clinical examination
within 18 months after the effective date of this
Decision shall constitute a violation of probation.

Respondent shall not practice Otolaryngology and
Maxillo-Facial Surgery until he has passed the
required examination and has been so notified by
the Division of Medical Quality or its designee in
writing. This prohibition shall not bar Respondent
from practicing in a clinical training program
approved by the Division or its designee and is
restricted only to that which is required by such
approved training progran.

Within ninety (90) days of the effective date of
this Decision, and on a periodic basis thereafter
as may be required by the Division of Medical
Quality or its designee, Respondent, at his
expense, . shall undergo a medical evaluation by a
Division-appointed physician who shall furnish a
medical report to the Division or its designee. If
Respondent is required by the Division or its
designee to undergo medical treatment, Respondent
shall, within thirty (30) days of the requirement
notice, submit to the Division or its designee for
its prior approval the name and qualifications of a
physician of Respondent’s choice. Upon approval of
the treating physician, Respondent shall undergo
and continue medical treatment until further notice
from the Division or its designee. Respondent
shall have the treating physician submit quarterly
reports to the Division or its designee indicating
whether Respondent 1is capable of practicing
medicine safely.



10.

11.

12.

13.

" Respondent shall obey all federai, state and local

laws, and all rules governing the practice of
medicine in California, and remain in full
compliance with any court ordered criminal
probation, payments and other orders.

Respondent shall submit quarterly declarations
under penalty of perjury on forms provided by the. .
Division of Medical Quality, stating whether there
has been compliance with all the conditions of
probation.

Respondent shall comply with the Division of
Medical Quality’s probation surveillance program.
Respondent shall, at all times, keep the Division
informed of his addresses of business and residence
which shall both serve as addresses of record.
Changes of such addresses shall be immediately
communicated in writing to the Division. TUnder no
circumstances shall a post office box serve as an
address of record. "Respondent shall also
immediately inform the Division or its designee, in
writing, of any travel to any areas outside the
jurisdiction of california which lasts, or is
contemplated to last, more than 30 days.

Respondent shall, at her expense, appear in person
for interviews with the Division of Medical
Quality, its designee or its designated
physician(s) upon request at various intervals and
with reasonable notice.

Respondent is ordered to reimburse the Division of
Medical Quality the reasonable monthly costs
incurred in the administration of probation herein.

In the event Respondent should leave California to
reside or practice outside the State or for any
reason should Respondent stop practicing medicine
in california, Respondent shall notify the Division
of Medical Quality or its designee in writing
within ten days of the dates of departure and
return or the dates of non-practice within
California. Non-practice is defined as any period
of time exceeding thirty (30) days in which
Respondent is not engaging in any activities
defined in Business and Professions Code section
2051 and 2052. All time spent in an intensive
training program approved by the Division or its
designee shall be considered as time spent in the
practice of medicine. Periods of temporary or
permanent residence or practice outside California

9



or of non-practice within Califorhia, as defined in
this condition, will not apply to the reduction of
the probationary period.

14. Upon successful completion of probation,
Respondent’s certificate will be fully granted.

15. If Respondent violates probation in any respect
the Division of Medical Quality, after giving
Respondent notice and the opportunity to be heard,
may revoke probation and carry out the disciplinary
order that was stayed. If an Accusation or
Petition to Revoke Probation is filed against
Respondent during probation, the Division shall
have continuing jurisdiction until the matter is
final, and the period of probation shall be
extended until the matter is final.

/.
\wC;gy ﬁg: 123

JAIME RENE RO
o Administrative Law Judge
" Medical Quality Hearing Panel

/ﬁ office of Administrative Hearings

. .a-...,\

Dated: November 18, 1996
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' REDACTED
DANIEL E. LUNGREN, Attorney General
- of the State of California
GAIL M. HEPPELL

Supervising Deputy Attorney General
FRED A. SLIMP II

Deputy Attorney General
1300 I Street, Suite 125
P. 0. Box -944255 '
Sacramento, Callfornla -94244- 2550
Telephone: (916) 324-7852 )

Attorneys for Complainant

BEFORE THE /-
" DIVISION OF MEDICAL QUALITY'
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

In the Matter of the Accusation ) Case No. 16-96-62726
Against: Yy
: ) _ :
AUGUST L. STEMMER, M.D. ) ACCUSATION
118 Post Street _ ) ,
Petaluma, California 94952 )
California Physician’s and )
" Surgeon’s Certificate )
No. G6854 : )
Respondent. )
)

* The Complainant alleges:
PARTIES
1. Complainant, Ronald Joseph, is the Executive

Director of the Medical Board of California (hereinafter the T

"Board") and brings this accusation solely in his official

capacity.

. 2. On or about Juné‘13, 1961, Physician’s-and
Surgeon;s-Certificate No. G6854 was issued.by the Board to August
L..Stémmer M.D. (hereinafter “respondent"), and at all times

relevant to the charges brought herein, this license has been in
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full forée and effect. Unless renewed, it will'expire on March

31, 1997.

JURISDICTION

3. - This accusation is brdught before the Division of
Medical Quality -of the Medical Board of California, Department of
Consumer Affairs (hereinafter the "Division"), under the
authority of the followihg sections of the California Business
and Professions Code (hereinafter "Code"): :

A Section 2227 of the Code provides that the Board
may revoke, suspend for a period hot to exceed one year, or
place on probation, the licénse of any licensee.who has been
found gquilty under the Medical Practice Act.

B. Sectibn 125.376f the Code provides, in part, that
the Board may request the administrative law judge to direct
any licentiate found to have committed a violatién or
violations of the licensing act, to pay the Board a sum not
to exceed the reasonable costs of the investigation and
enforcement df the case. _

C. 1Seétion 118(b) of the Code provides, in part, that
the expiration of a license shall not deprive the Board of
jurisdiction to proceed with a disciplinary action during’
the time withinAwhich the license may be renewed, restored,
or reinstated.

| D. Section 2428 of the Code provides, in part,
that a license which has expired méy be renewed any
time within five years after expiration.

//
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E. Section 141 of the Code provides:

"(a) For any licensee holding a license issued by
a board under the juriédiction of the department, a |
disciplinary action taken by another state, by any

. agency of the federal.government, or by énother country
for any act substantially related to the practice
regulated by the California_license, may be a ground
for disciplinary action by the respective state

- licensing board. A certified copy of the record of the
disciplinary action taken against the licensee by -
another state, an agency of the federal government, or
aﬁother country shall be conclﬁsive'evidence of the
events related theréin.

"(b) Nothing in this section_shall.preclude a
board from épplying a specific statutory provision in
the licensing act administered by that board that
provides for discipline based upon a disciplinary
action taken against the licensee by'anothér state, an

agency of the federal government, or another country."

"FIRST CAUSEFOR DISCIPLINE

(Discipline Imposed By A FederallGovernmental Agency)

4. | Respondent Stemmer is subjecﬁ to disciplinary
action ﬁnder section 141 of the Business énd Professigns Code in
that on February 23, 1995, the Departﬁent of the Army, Landstuhl
Army Medical Center imposed diScipline on respondent’s license to

practice medicine in the Army by permanently revoking
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respondent’s clinical privilegés in otolaryngology and maxillo-
facial surgery at Landstuhl Regional'Medical Center, Germany.
Respondent appealed that revocétion. On November 22, 1995, the
Department of ‘the Army, Office of the Surgeon General upheld that
revocétion. The Department of the Army found that respondent was
not compétent_to‘practiqé medicine in his assigned specialty of
otblaryngdlogy and maxillo-facial surgery as follows:

A. Respondént hadmconsistently failed to examine
patients to'the degree appropriately indicated by presenting
complaint and/or consultation. - | |

B. Respondent’s surgical methodology is not
in concert with curréntly_accepted otolaryngology
fechnology;

C. Respondent had consistently féiied.to
document patient histories, physical examihations and
operative reports appropriately and to the degree
generally acknowledged as being_épprdpriate standard of
»practice. B

D. Respondent had cbnsistently failed to
exercise proper judgment in the coufse of patient care
management.

E. Respondent had failed to substantiate his
suggestion that his shortcomings in clinical practice
are a result of the pressures of large patient backlogs
and the access to care requirements.

‘Attached as Exhibit A ahd incorporated by reference is

a true and copy of the Decision from the Department of the Army.
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PRAYER

WHEREFORE, the complainant recjuests that a hearing be
held on the matters herein alleged, and'that following the
hearing, the Division issue a decision:

1. © Revoking or suspéndingnPhysician’s and Surgeon’s
Certificate Number G6854,‘he£etofore issued to respondent August
L. Stemmer, M.D.;

2. Revoking, suspending or denying approval of the
respondent’s authority to supervise physician’s assistants,'
pursuant to Business and Professions Code section 3527;

3. Ordering respondent to pay the Division the actual
and reasonable costs of the inveétigation and enforcement of this

case;

4. Taking such other and further action as the

Division deems necessary and proper.
: !

DATED: =y ; 1996

RONALR JOSEPH —
Executive Director
Medical Board of California
Department of Consumer Affalrs
State of California
Complainant

03573160-

SA96AD0971

(SM 8/7/96)
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DEPARTMENT OF THE ARMY
OFFICE OF THE SURGEON GENERAL
~ 5109 LEESBURG PIKE
FALLS CHURCH, VA 22041-3258

CUNOV 2°2 1905

ATTENTION OF

Députy Surgeon Géne;al
. _ Quality Assurance Document
10 USC 1102, Unazuthorized
Disclosure carries $3000 Fine

Lieutenant Colonel August Stemmer
Landstuhl Regional Medical Center -- - -
CMR 402 :

APO AE 09180-3460

Dear Colonel Stemmer:

Your appeal of the decision by the Commanding
( ‘General, U.S. Army Medical Command and the Commander,
Landstuhl Army Medical Center, Germany to revoke your
clinical privileges has been thoroughly and completely
reviewed.

After very careful consideration of the entire '
record to include those matters you have brought. to my
attention in your appeal, I deny your request regarding
the revocation of your clinical privileges.

Under the provisions of Army Regulation 40-68, this
is the final action in the appeals process.

Sincerely,

Major General, U.S. Army
Deputy Surgeon General

Copies Furnished:

Commander, U.S. Army Medical Command, ATTN: MCHO-CL-Q,
2050 Worth Road, Fort Sam Houston, Texas 78234-6000
Commander, Landstuhl Army Regional Medical Center,
CMR 402, APO AE 09180-3460

TRUE CE\"&CD COFIES

P

BY

Pmedon@ﬂxydsdl"w



(" DEPARTMENT OF THE ARMY
HEADQUARTERS, U.S. ARMY MEDICAL COMMAND
: 2050 WORTH ROAD
FORT SAM HOUSTON, TEXAS 78234-6000

. REPLYTO May 30, 1995

ATTEN'_TION OF

Clinical Operations

Quality Assurance Document
10 USC 1102, Unauthorized
Disclosure  carzies %3000 Fine

Lieutenant Colonel August Stemmer
Landstuhl Regional Medical Center
CMR 402 _

APO AE 09180

Dear Colonel Stemmer

The U.S. Army Medical Command Appeals Committee
met on May 1, 1995, pursuant to Army Regulation 40-68,
paragraph 4—10, to consider your appeal of the action
taken by the Commander, Landstuhl Army Medical Center,
Germany to the revocation of your clinical privileges.

I deny your appeal regarding the revocation of
your clinical privileges. I reviewed your commander's
action and the recommendations of the Appeals
‘Committee. After careful consideration of all the
facts, I feel that there is sufficient evidence to
uphold the action of the Commander, Landstuhl Army
Medical Center, Germany.

. You may appeal my decision to the Office of :
The Surgeon General, Department of the Army, within
10 duty days after you receive notice of this action.
Your written appeal must be -sent by certified mail to:
U.S. Army Medical Command, ATTN: MCHO-CL-Q, 2050 Worth
Road, Fort Sam Houston, Texas 78234-6000. The Surgeon
General is the final appellate authority for adverse
clinical privileging actions.

Sincerely, -

Major General, Medical Cerps
Deputy Commanding General

AW -

sStemmar.app : ' TRUXT =, R / e
. BY \}/ - e
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DEPARTMENT OF THE ARMY

LANDSTUHL REGIONAL MEDICAL CENTER
CMR 402
APQ AE 09180

AEMLA - ' 23 February 1995

'MEMORANDUM THRU

Deputy Commander for Clinical Services, LRMC, APO AE 09180

;" neA Qrcu"&;;u

.o silry I'-‘s.;f.:-uz'; : it end
Chief, Department of Surgery, LRMC, APO AE 09180 - - 10 USC 1182, ma 43033500 Fine
‘ pisclo3uxe Carz $ o

FOR LTC August Stemmer, MC, SRNSNED

SUBJECT: Commander’s Decision, Clinical Privileges

1. On 13 Ianuary 1995, a Credentxals Hearing Committee convened, at your request, to hear and
review evidence presented by witnesses called by the Hearing Committee and to review evidence
and hear testimony presented by you and on your behal£ concerning my decision to revoke your
clinical privileges to practice medicine and surgery in the specialty of otolaryngology and maxillo-
facial surgery.

2. The findings, conclusions and recommendatxons of the Hearing Committee were presented to

me for decision. Based on the recommendations of the Hearing Committes, and after review for

legal sufficiency by the Office of the Judge Advocate, I have made a final decision as to the -
-disposition of your clinical privileges.

3. You are hereby notified that I have permanently revoked your clinical privileges in
otolaryngology and maxillo-facial surgery at Landstuhl Regional Medical Center.

4. In accordance with AR 40-68, paragraph 4-10, you have a right to appeal my decision'to the
Commander, US Army Medical Command, 2050 Worth Road, Fort Sam Houston, Texas 78234-
6000. You have 10 duty days from the date of this letter to provide written notification to the
Commander, US Army Medical Command, of your desire to appeal. Failure to appeal within the
prescribed time period, absent good cause, constitutes a waiver of your rights to appeal. The final
decision on your privileging may be reported to the National Practitioner Data Bank (NPDB) as
determined by the U.S. Army Surgeon General.

8Y
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DEPARTMENT OF THE ARMY
LANDSTUHL REGIONAL MEDICAL CENTER
- CMR 4ge

AP0 AE 091e0 Quality Assurance Docimen:

10 USC 1102, Uazuthorized

AEMLA Disclosure cazzies 53000 Fine

MEMORABDUM FOR - Commander, LRHC

SUBJECT: Acknowledgement of Status of Clinical Privileggs

L. Réference- Ietfér AEMLA, dated 23 February 1995, Subjéct:
Commander 's Decision, Clinical Privileges..

2. Receipt is acknowledged this date of the above referenced
letter. I understand the content ‘of the Commander "s decision and

am advised that should I decide to appeatl his decision, I have
ten {10} duty days from the date I acknowledged receipt of this

letter in which to provide written request of appeal - to the
Commander, U.S. Army Medical Command. in accordance with AR u40-
E8. ’

’

L. STEMMER

______ T
LTC, HC

Date A;knowledged:;13/€£é£15232?; AUG
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MEMORANDUM FOR  Commander LRHC

SUBJECT: Credentials Hearing Committee Findings and
Recommendations, LTC August Stemmer, MC

L. The LRHC Credentials Committee, aquly appeinted to serve in
the 'capacity of Credentials Hear ing Commmittee IAU AR 40-kL8, tc
hear the case of LTC August Stemmer, MC, met at 0900
hours on 13 January 1995. The hear ing was conducted to hear LTC

Stemmer regarding an adverse privileging action which was taken
to revoke his clinical privileges to practice in ctolaryngology
and maxilla-faclal surgery at LRMC. A summary record of the
hear ing proceedings has been prepared and accompanies this
memor andum. ‘ L

¢. . Evidence was presented. witnesses were heard, and after due
del iberation, the following findings - conclusion and
recammendationa were reached: o

a. Findlings:

_ {1} That LTC August Stemmer has consistantly failed to'
examine patients to the degree appropriately indicated by
presenting complaint and/or consultation request:

{2} That'LTC_August Stemmer "s surgical methodology is not
in concert with currently accepted otolaryngology technology:

{3} That LTC August Stemmer has consistantly failed to
document patient histories, physical examinations and cperative
‘- reparts appropriately and to the degree generally acknowledged as
being appropriate standard of practice:

{4} That LTC August Stemmer has consistantly failed to
exercise proper judgement in the course of patient - care
management; :

{5} That LTC August Stemmer has failed to substantiate his
suggestion that his shortcamings in clinical practice are =&
result of the pressures of large patient backlogs and the access
to care requirements of the "3/10 day access standard™ as other
staff otolaryngologists, faced with the same requirements, were
. able to see even more patients than LTC Stemmer while

conslistantly demanstrating approriate cllinical management &and
documentation. :
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AEMLA-DCCS Heéring Committee Reccmmendation. 18 January 1995
LTC August Stemmer :

c. Conclusion: The Hearing Committee concluded that LTC

August Stemmer, MC, is not competent to practicé medicine in his
assigned specialty of atolaryngology ana maxilio-facial surgery

at Landstuh! Regional Medical Center,

'b. ..Recommendaticns: The Hearing Committee recommends that
LTC August Stemmer’s clinical privileges in otolaryngology and

maxillao-facial surgery remain permanently -revoked.

Encl: as

coL, NC
Chairman

Quality Assuaavc4 Ecc nen-
10 UsC 1162, nn

PASTTILE

piscloauzre <=~

"

CONFIDENTIAL QA DOCUHENT
DISCLOSURE PROHIBITED IAW TITLE 10 U.S.C., SECTION 1L102{b}

¢ c TRUE C"?T.‘FEE‘D CORIES
BY




Lo
f
o
[l
[ 78
t

e
-
£
©
N
f
=3

Q

O

L

[a]

)

F

S

Disclosure czzries $3000 Pine
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AEMLA-QA | | ' | 18 January 1945
MEMORANDUM FOR Commander , Landstuhl Regional Medical Center
SUBJECT: Summary Recofd of tfédehtiéfs'Hearing'Conmlttee. LTC
AUgUSt Stemer| HC-. ’ ‘

1. In abcbrdance with the provisliaons of AR u40-L8&, WQuality Assurance

Administration, paragraph 4-9, a hearing was convened on 13 January
1995 at 0908 hours in the DCCS Conference Room. Landstunl Regiona!
Medical Center. The hear ing was called at the request of LTC August
Stemmer, MC, in response to revocation aof his clinical privileges in
Otolaryngology and Maxillo-Facial Surgery placed in effect on ¢

November L994.

3, VOTING MEMBERS PRESENT:

KA MC _ Cha rman
. Member
MC ) . Member
B MC {USAFY ' Member
. Member
Member
e Member
MC . . Hember

3. NON-VOTING MEMBERS PRESENT:

M MC {USAFY} Chief., Qtolaryngology, Bitburg A
pecialty Expert Caonsultant to  the Hear in

Hospital . Germany .
Committee : o
2 TC August Stemmer . MC, Respondent
RERCTRE AN .  LRNC Medical Claims JAG
o ® 1-ial Defense Counsel f{Assisting LTC Stemmer}

4. PURPOSE: This hearing was convened for the purpose of hearing LT

August Stemmer ., MC, regarding the allegations of inappropriat
cllinical practice which led te his privileges at LRHNC beling revoked ¢
2 Navember 1894, The evlidence which fed to the revocaticn €

privileges was " reviewed, witnesses were heard and evidence WE

presented by LTC Stemmer on hisvbehalf.

o

TRUE CERTIF‘ED COPIES
—EY. . - e
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AEMLA-QA Summary Record of Credentials Hearing 1& January qus

5. PROCEEDINGS:

a _ MC, Chairman, catled the hearing to orde

2t 0908 hours on 13 January 1995, in the LRAC DCCS Conference Room
Attendance was noted as documented in- paragraph 2 and 3 above. ~ Thos
in attendance were introduced to include reason for attendance

fol lows:

{1} . NC, Hearing Committee Chairmaa,~LRnt DCC

and General

Surgean.

oy

Depar tment of Radioclogy at LRMC.

MC, Hearing Committee Hember and Chief

{37} _ MC, Hearing Committee Member and Chiet
Depar tment of Psychiatry at LRMC. : '

{47} MC. USAF., Hearing Committee Member ar
Chief, Department of Pediatrics and Necnatology at LRMC. '

N 1C Hear Ing Committee Member and Cnie

0 A 5 MC, Hearing Committee llember and Chie
thology and Area Laboratary at LRNC.

D HC, Hear ing Committee Member and Chie
ics and Gynecology at LRNC.

3 MC., Hearing Committee Member and Chie
tient Care at LRNMC.

% y Advisor to the Hear!
ology at -Bitburg USAF Hospital., Germar

{10} LTC August Stemmer, HC, Respondent.

LRHC Medlical Claims JAG and Legal- Advis

{117 s NEE L T e
to the Hearing Commlittee.

{12} DGR U Kaiserslautern Area Defense Counsel

legal adv{éﬁr '
TRUE CERTIFIED COPIES

{137} Recdrder BY

p S

i n formed LTC Stemmer that the hear ing was De

that the purpose was " tg consi
S temme

b. The Chairman

canducted at his reqguest and
documentary evidence and witness testimony relating to LTC

competence toO practice - medicine, specifical|y. in the field

CONFIDENTIAL @A DOCUMENTATION
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AEMLA-QA Summary Record of Credentials Hearing 18 January 1998
Otolaryngology and HMaxilio-Faclal Surgery. LTC Stemmer was -alsc
advised that the Hearing Committee will reach conclusions and mak=
recommendations to the Comfnander , Landstun! Regional fedical Center
{LRHC}‘ as to whether LTC Stemer's clinicai

privileges whould De reinsta . restricted {1l imited}, suspended, or
revocation continued. : : .

c. The Chairman further advised LTC Stemmer that the hearing
was. IAU 31AR- u40-Ek8&, cgosed to the public, that he has a right’ tc¢
request the presence of an observer. LTC Stemmer requested that CFT
<y W Area Defense Counsel!., be present on his behal f. This
request was approved. ALTC Stemmer was informed that the hearing
proceedings were being redorded faor the sole purpose of assisting the
recorder in preparing a summary recard of the hearing proceedings.,
after which the recordings would be destroyed. LTC Stemmer indicatec
that he understood the process in which the hearing would be
caonducted, that he understood his right to counsel, and the
|imitations imposed by AR u0-k8 ragarding his counsel ‘s participatior
in the hearing and the possible actions available to the Chairman " if
the rules of participation were violated. S

. d. LfC Stemmer was asked if he had received a copy of the Erlvac»
Act Statement in TAB 0 of the exhibit package. LTC Stemmer lIndicatec

‘he was i@ posessiaon of this statement and understoad the purpaose far

which the information obtained at this hearing can be used. LTC
Sremmer was also verbally informed that the documents presented anc
generated at the ‘hearing are considered **@uality Assurancs
Documents™, that they are caonsidered confidential in nature anc
protected. from disclosure puréuant to Title L0 United Staesa Code
Section li02{b}. Unauthor ized disclosure of Information presentec
or discussed in ~these proceedings to third parties is subjlect te
penalties under Title 10, United Staes Code, Section Lll02{e}. LT«
Stemmery indicated his clear understanding of the confidentialit:
statutes. :

e. The Chairﬁan reviewed the index of exhiblts as being document.

that will be considered by the hearing committee and will be attache
to the %earlng record summary.as evidence {TAB A thru F}. LT
Stemmer was asked f he received a copy of Exhibits A thru P 2

descr |bed and he Indlcated that he had indeed received a copy of thes

‘documents. .

f. The Chalrman called the first witneas. SRR -
piagradentified himself as the Chief of the Otolaryngalogy Service &
., a Board Certified Otolaryngologist and the senior US Military

otolaryngologist in Europe. TeuEEEINEEN noted that he was assigned t
the Frankfurt Medical Center as Chief of Otolaryngology Service pPric
to his reassignment to LRMC as Frankfurt was closing. Bhile &
Frankfurt, CERNECRETEE served as 0tolaryngology Consultant for 7t

- : CONFIDENTIAL @A DOCUMENT '
DISCLOSURE PROHIBITED IAW TITLE LO U,S.C.‘ SECTION 1102{b}
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AEMLA-GA. Summary Record of Credentials Hear1ng 18 January LSSS
now at LRMC as the Army Otalaryngelogy Consul tant n

MEDCOM and

Europe.
= he‘memorandum to the DCCE

et ot 23D askedmm he wrote =
10 Octoper LS94 {TAB LJ% meolied that he had afrter

A=sked if he still feit that LTC Stemmer’'s practice was
'n this memorandum. w, v replied that he felt the

in fact perhaps to & greater degree than when
per L1994 memorandum. Gmrermeemy noted that @R

f case revdews reqaraing LTC _Stemmer ‘s

13 October 1584, r

Rk

dated
which &
as descr ibed
same problems existed.
he wrote the 10 Octeo
s B had presented a series 0o
clinical practice to the Credentials Committee onN
which it was indlcated that LTC Stemmer 'S
standard. He .then asked SN oy i f he still
cases {TAB HT} indicated probtlems in LTC Stemmer 'S clinical
: % indicated “yes” Uhen asked by e )

: wawed  nd icated that they are

-
~

clinical practice was .aub -
felt the review of the
practice.

to which & & SR A

cer ious he felt rhese cases were, =

sar ious and that these are just a random csamp!ling of the proolems

found in cases managed by LTC Stemmer . b Warhen stated thess

cases demanstrate 2 significant deficiency by LTC Stemmer in knowledgt

base, probiem salving and record keepting: He stated that thest
n was eimply not in

reviews demanstrated clinical practice whic
with the practice of otolaryngology today. 23 3 T,
ifa in the Otolaryngology Service reviews. these were the only casé:
of LTC Stemmer’'s which showed probtems. A \ indicated that thi

‘handled by LTC Stemmer

was simply a random sampl ing of problem cases
ases LTC ~Stemmer handlea hav

that in fact &0 ‘v ta 890 7 of the ¢

significant problems very similtar tao those found in the specific cas

reviews in TAB f. The specific cases presented are cases that wer
O e, \ by other physlicians wha hav

brought to the attention of
referred patients to the LR
; e, noted that in overall . review
cies have been found to be the norm rather t

noted that part of the documentation ‘presented to th

Credentials Committee in October was & review of all the providers i

the LRMC ENT Service for clinical pertinence from January ta June 1S°
Wt el = f the relatively few problems nots

e magnitude ¢

MC Otolaryggology {ENTY Service for care,
of Stemmer’ 'S Cases, thes
nan the exceptior

n @ CEEEmmR &nd e i Bl
thase deficiancies found in Stemmer ‘s charts. P indicated
rhat the H v af charts f r om SRR \-nd the L% of charts from

out contained deficiencies of a minor nature

ey which fell
the L37 of
Stemmer 'S charting

forms naot
performed1
in which surgery was
examination at all.

charts of Stammer with deficiencies of

deficiencies
indicating the s&
physical exa® bei

per forme

ot
as compared to
mostly a major nature.
included such things as consent

praocadures as those that were

“*mnormal™ for the aresa

dacumented as.

and in socme C3sesS. the absencse of a physical

come OCcasions, the operative reportsWNere difficult to interpreée
and in aome . C2SesS» t

e was actually done.
d procedures peing dane in ways tha

profession.

even as to what procedur
t are I~

operative report documente
recognized by the otolaryngoliogy
CONFIDENTIAL @A DOCUMENT -
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AEMLA-QA Summary Record of Credentials Hearing 18 January LA9S

asked GIJEEEA~hen he ¢irst became aware of potential
problems' with Stemmer’ s ‘practice. ’replied that potential
deficiencies ..in Stemmer’s pragtice were brought to his attention N
about February 1994, Thia was while he waes assigned in Frankfurt and
was absao the 7th MEDCOM Otolaryngology Consul tant. He i1ndicated he
was _cdntacted by anather phyagician-who was gravely concerned - abcut
deficiencies in Stemmer ‘s practice. ‘ndicated this was he
first time he had heard of any problems with S temmer S practice. ~He
agked~ the provider who complained for specific instances which were
provided, after which he felt there was enough . evidence toO warrant

fur ther review. He notified the Caommander at LRMC at the time, =
' requesting that LRMC conduct an Internal lInvestigatiaor

indicated that he was ultimately tasked Dby 7th MEDCOM to conduct
an investiygation in his capacity of Otolaryngelogy Consul tant tow 7tr

MEDCOM. GPIEEED indicated that his inuestigation identifiea significan?
problems which he reported to the LRHC DCCS and Credentials Committes
in his written report. This investigationm was conduéted in March L99¢
and the report was submi tted approximately in early Aprit 2994. &=

Mzaskedmm\at the ultimate outcomse of the investigatior

was. t&asER, rep! led that the Commander ultimately reatared ful
unreatricted privileges ta Stemmer. GEER, then sald ghat when he was
reassigned to LRMC in May or early June 1994 as the 0tolaryngelog:
Service Chief, he initially reviewed chamts aof ali the ENT physician:
to get a feel for the practice habits and capabilities of eac!
provider. = stated that he, once again, found major deflciencie:
in the practice patterns of Stemmer . L noted that prior t
EHREER-CS to LRHMC, the QA reviews in the ENT Service were not bein
conducted as a comprehensive neview. . C

FGEL ™ equested that SR\~ rovide 2 brief verbal summary ©O
the w=mpecific case reviews contained in TAB M of the exhibit. file
Anmmp rrovided the fallowing case summar ies:
., Patient$s $:9 Failed to document physlical examination: patien
was later found to have pgpilloma,on examination. by another physicig
for the same complaint: L month delay in diagnosis.

Patient CGCEEEEEED Stemmer 's physical examination dacumented *n
palpa®le masses’ onma patient who had a chief complaint of “persistar
care throat. The throat was never examined and RO endpsccpi; exam C
the larynx or voca! cords wag ever 4 done. The patient, who W&
spmewhat;:earful that she might have cancer. returned approximately
week later, quite distraught and crying. saying that her throat Wé

‘Apparently Stemmer had discharged her from the clini
did’'nt improve

poRs-% 2 S
LASERD By

never examined.
wlth lnatructlons to return again |f the soré throat

After doing a complete indirect | aryngoscopic exam, the possiblilir

of cancer was ultimately ruled out. The concern here ia that
patient with a history of persistant sore throat and an expressed fe:
of cancer must be considered for a differential diagnosis includi

that of rule out mal ignancy. It is a glaring deflciency to do only
palpation exam of the neck and not do at least an indirect examinatl

of the larynx.

: CONFIDENTAIL @A DOCUMENT
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Patient Referred to Stemmer by Audialogy Clinic with
concern about voice qual iy and a differential diagnosis of Trule ou
vocal cord .discrder”. Patient saw Stermer in february 1994 at whic
time he . focused h:is examination and workup on hearing loss
Stermmer referre

Examination tailed to include larynx and vocal cords.
patient to speech therapy and allergy clinic. Speech therapy =&

patient on ? March 1994, noted voice probtem and daocumented need for

vocal cord examination. Patient retuMbied”®o Stemmer who ance agai
an MRI. of Tthe he=z

failed to document an examination- of the larynx,
was aordered and patient was returned to unit physictan far managemen

of allergies. : : )
Patient This case was alsa noted by an in TAE
o f o thes €xhibit record. This was a 4l year old male with
complaint of chronic hoarseness and a long history of being a ¢
pack per day smoker. 0n initial exam in early April or late
was

by Stemmer tO have a vocal coerd lesion,

March, was ‘“found
but surgery was delayed unti

placed on the surgery list in April,.
September., The presumptive diagnosis prior toc surgery was cancer. eve
so., Stemmer piaced this patient on a waiting list and the procedure t
-.ecope &nd blopsy was not per formed for some § months. Fartunate!y
the blapsy.was negative} however , had this been af mel ignancy. tr
delay of: § months would have heen “dlsasterous. | noted the
Stemmer had not documented an initial Impression in the recard an thi
patient._*ﬂ A indicated this represented a judgement‘deficlency c
the part of Stemmer as his explanation for not doing the Scaope ar
bicpsy sconer wae that the patient was not Active Duty which was Ot
T pricrity.mmdicated that with ®ne ser icus potential af tr
; “pres&mptlve diagnasis, the patient elther should have peen done her

_ l at once or sent out to the economy expeditiaus!y. nat delayed for
£
|

months. At %his point, G - Hear ing Committee Member . asxt
i f he had discussed these deficiencies  with Stemme:

S A

S specificallya. the shar tcomings in documenting examinatian:
iﬁ j impressions . and..treatment plans. Iﬂnﬂllreplied that he had not do:
in this particular case as Stemmer was an convalescent leave at t.
time this case was identified, howevers, other similar cases and t
{ overall pattern WwWas discussed with Stemmer , specifically, tho
i ehor tcomings on documenting exams, impressions and treatment plan
1

gy 2/so noted that when he became Chief of the ENT Service.,
expectations for clinical

sa

discussed with: ‘each provider his ca
standards. :
Patlent

TRUE CERTIFIZD)

A This case was also a medical malpractice claim an
was thus peer reviewed through the Risk Management Committee {Tab N
» ith the first in L1lS=

None of the audiograms on flle, beginning w!
trated a bilater

demonstrated narmal hear ing. The audiograms demons _
conductive hearing loss as well as neurasensary component in0 t
right ear. This pattern was demanstrated consistantly throughc

multiple audiograms in his record. There was-a history of balar
problems documented by a pediatrician who then.referred the child
Stemmer in  July 1991 who recorded na mention of the neurosensc

BY
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defecit in ‘the record. Subsequently., anather otolaryngaoliogist saw the
child and placed PE tubes in November L99L. The claim ‘is "alleging
that the delay in placing PE tubes {July 9l to November 91} is the
cause for the child’s hearing loss. As would be expected,  the
conductive hearing loss improved after the PE tubes were placec,

hawever , neuagrsensory loss in the right ear did not improve. D

indicated that the concern here is that Stemmer indicated that the
hear ing loss was as & reault of gD curgery . even though there

was abundant evidence in the chart that the neurosensaory hearing ~loss
was present prior to the surgery. As thlis case was discussed among
the staff, it became evident that Stemmer was unable to interpret an

audiogram which vis a very basic function for *an otolaryngologist.
stated . that Stemmer s workup in this case was deflcient.,
partially due to nis apparent lack of urgency In treating the chilc
even with an alteged history of balance problems, which would lead ane
+a conelder the passlbility of a more serlaus problem. In thie case.
it is uniikely that eariier treatment would have altered the outcome.
however .  Cagi¥Eh, indlicated there are questions raised regarding
Stemmer 'S judgement in that ne reached a wrong conclusion and did not
manage ‘the case with the degree of urgency one would expect based or
the history. stated that. once again, this case was typlcal of
many cases managed by Stemmer in which a varliety af deficienclies were
found in his management of ear disease, sinus disease, and operative
actlivitles: Therk is a consistant absence of documentation of physica.
examinations appropriate'to the complaint or history. _
Patient CEaESXEh . This is an 11 year old child. Downs Syndrome
with a history of chronic ear infections and a past history of PE Tub:
placement two times and a tonsillectomy and adnoidectomy. It was als:s
noted the patient had a perforatidn of the right tympanic membr ane
tated his initial concern here is that Stemmer made no mentioC
af the fact the child had Downs Syndrome in his history and physica
and this point is significant, nar was there mention in the H&FP o
prior PE Tube placement or the TxA. = Additianally. Stemmer noted the
he felt the cause of the child’'s problems was ethmoid sinus dliseas
and indicated his plan to fix the ethmoid sinus disease prlor ¢
repairing the ™ perforation. There was CT evidence {ordered L
Stemmer} that indicated "narmal ethmold sinus™ in the chart. Th
examinatlan dacumented by Stemmer was contradictary in that he note
**bath ear canals normal except as noted below™. Elsewhere in the exeg
he noted a gmm per foration of the right TH but no mention was made ¢
the left TM.~- No*mention was made aof prior audiometric testing. TH
consent form signed by the parent failed to list any procedure on tr
ear or nasal pharynx. The intracperative description in the operatiy
report described “normall ethmoida™ completion of 2 tympanop!asty ¢
the right but with no mentiaon of the technique ar |andmarks used. T
report noted that nasopharyngoscopy identified inflamed adenoids bt

no corrective action was - taken. ie: adnoidectomy. indicat
that it is inappropriate to identify the adenoid problem and not ta
any corrective action. Further. he stated he felt Stenmmer Was

t
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errar on nila premise for the child s problems, that being pbased on

ethmoid sinusitls when he had CT evidence of normal ethmaids.
noted hisg additional concern in this case s that 2 orocedure‘ was
performed that was not included in the consent form. " Tne question was

asked regarding the history of a previous adenoidectaomy and Stemmer 'S
gperative report mentioning inf!amed adenagids. ’noted that
adnocids can grow back. '
There were no fur ther queetions":-"fo‘r EESEEEEh- oY “the Hear :n¢
Committee members. LTC Stemmer was then offered the oportunity tc
question ﬂ, whlch he proceeded tO do. ,
_ Stemmer first asked GEEEEAif he had ever been in private practics
with mreplying-that he had not. Stemmer then noted that he and
G5 had not nad much opportunlty to talk -since_had arrived &’
LRMC. S oted that they had talked on numerous occasions and als

noted that Stemmer had surgery and was on convelesant lesve for
per iad of time due to hia recover ing ahoulder. Stemmer asked

tor a brief summary of his training to which SRR indicated h
attended medical~ schcol at University of Florida, did 2 year O
‘surgical internshlp and one and 2 half years of genéral surgicsa
residency at Witliam Beaumant fol lowed by 2an otolaryngology residenc

at Brooke AMC,~ Texas; after which he remained an staff at Broocke
followed by an ass ignment to Frankfurt as ataff otolaryngoliogist fc
five years. then returned to Brooke as agsistant chief to resldenc_
training programs after which he returned to Germany and remained’ i
the present time. _MStated,. in answer to Stemmer 'S questions
that m\&as Chief at Brooke when (ISR was assigned ther
and that M'also was there for approximately six months whi
was there. Stemmer asked S ow | ong JCAHO has existed &
how long there has been a JCAHO requiremnet for records reviews
which CCEEEE responded that he did'nt kKnow ¢or sure but that he h
been invoived in reviewing medical records for at least the past
years. noted that as a resident he had not peen direct
involved in JCAHO surveys. Stemmer then asked = f the mealc
record was the only way to assess if 2 doctor was handling 8 patie
correctly. WMrespondéd, *na, but if that is all anoth
physician has available, one must depend on that which is document
in the medical . record, part'icularly the documented histor
examination and plan for management” . Stemmer then asked
that should be In inpatient charts "to wh i c SRR P | ied. yes.

should be in both. inpatient and outpatient charts™. Stemmer asked
each record would be expected to stand on its own ta which
indicated that they should. Stemmer then asked |If everything sho!
be repeated'in the outpatlient record that g in the inpatient rec
to which mreplied that it should pe,. at least in summary fo
further noted . that this Is partlcularly impor tant -in
military socciety where the population is very mobile and a patient

see. many different physicians over a relatively short time per |
At this point. the Chalirman stated that indeed, bath inpatient

gutpatient records'should stand alcone.
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Stemmer then asked -how ‘he narmally does a workup on commc
colds to which (R cer! ied that, as a specialist who deals masrt!
with referred patients, he doesn’t see s large number of common cao!ds
W did note that even when seeing 2 patient with a common cold, n
does a full assessment and examination to rule out anything mor
ser ious. Stemmer then asked what sort of an exam he would do in whe
ne called a "full exam™ to which (= tated he would do as a minimu
‘an exam of the throat, oral cavity., ears, A0sSe and neck. Stemmer the
asked what he would do |f he thought the problem of a patient may ¢t
puilmonary in nature, would he refer the patient to a pulmonologist
particulariy if the patient complained of a2 cough. il repllied the
thie could be any number of things...that if there was nathing foun
as an $bbvious cause, he would do some sort of a gdirect examination c¢
the “larynx, Stemmer then asked (RSN f a cough could’'nt Indicate
pulmandry probiem to which (EEEEreplied that, “yes, |t could be,
can’'t exclude anything with presentation of a cough, I must ellminat

otolaryngology préblems before referring on'. Stemmer .then noted the
there are different types of coughs and SEEEEEcted that all types ¢
coughs must be evaluated. Stemmer then stated that some physliciarn
bel ieve that different types " of coughs indicate differer
diseases...if someone believed that theory, would that be &
indication of a physician’'s level of competence!? Stemmer then state

that he was trylng to establ ish that there are dlifferent- approaches
certain types of coughs may lead one physician to @& differer
conclusion than it would another physician. ta which CEEEER stated ths
a physician must still do an examination to, ensure the Inltle
impresslon-made'ﬁw'the type of cough was correct. Stemmer then aske
if a spashodic cough would help ip makling 2 diagnasis to which
rep!lied that it would not without the assistance of a -complet
examination., Stemmer again asked if you could’'nt use some of thes
obvious things |ike the type of cough to exclude certian things t
which BT -~gain replied that yau could’'nt without the benefit of &
accompanying “examination. Stemmer noted here that jin view of tr
work load and the !imited time available to see each patient, he fe!
he had to use things such as the type of cough to |imit the tlme sper
on each patient. &mEl commented that despite the large patier
volume and |imited time, he did not bel leve a provider could tak
“shortcuts™ by not examining certain patients based simply; one« tt
“type of cough™ they had. Stemmer asked ij . the, presence of a
spasmadlec cough did not indicate that |t may be a lower resplirator
tract cause to which GEEBcep!ied that one would atill have to do. ¢
exam before reaching a conclusion. The Hearing Chairman summar i 2t
that several people Iin the aame specialty may have dlfferer
approaches to things. ’

Stemmer- thé&n addressed the specific case of patlient CEERE
Stemmigr said it was clear that he had documented a spasmadic coug!
& noted that Stemmer had also documented that patient stated th:
he "felt |ike there was a foreign body in his throat™ and this shoul«
have raised enough concern to per form an exam. There was addition

. \
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discussion as to whether the patient indicated the sensation

: was a1
the thyroid ares:and Stemmer noted that in common colds.

one does noc*

necessarily examine the larynx, Stemmer said he wanted to make the
point that he dldn’t tee | 4NN when being directly questioned, mage
it clear - that Stemmer ‘s record indicated the patient indicated ni:
sensatlon of a foreign body in the throat was *“in the mid~ thyroc
area”. The Hearing, Chairman asked that Stemmer state his paint:
clear fy and get to ‘the paint he was ‘trying to make. Stemmer made noti
of the fact that he did not fee! that 4R has stateda all the

pertinent information that Stemmer had documented in the chart.

At this palnt, the Chairman called for & 20 minute recess, from
1050 hours to 1110 hours. Upon reconvening at 1110 hours, Stemme
passed out a package of documents to each member af the Hear.n
Committee and indicated that at this time he would anly be referrin
to - Appendix D as part of Mis crass-examination of 4 {note tha
Stemmer ‘s entire package will become part of the hearing record as TA
cr. Stemmer did indicate that he wanted the entire package to becom
a permanent part of the hearing recaord.* .. :

Stemmer then referred to his document in Appendix D-II {as labele
in Stemmer s packagel} reference Patient (EEVEEER. Stemmer stated tha
he _ wanted. It made clear to the Hearing mempers that 4 only naote
that Stemmer had documented “No palpable mac=ea’™, when in fact he als
documented that there were *no abnarmalities found™, his paint bein
that he did address the passibility of abnormalities. Stemmer
indicated he had nothing elese to present regarding petient

Stemmer next referred to patlentmnabeled by Stermer =
Appendix D-I. Stemmer stated to CERE hat he -had only referred to or
of two consults on P ~hen making his earlier statements  to tr
Commi ttee. = o futed that in saying that he had made reference t
two consults, one dated 15 March and the other in February. S temme
then asked if the Hear ing Committee members had seen these consultts 1
which +OZFXEm replled that he did’'nt know but that he read from bo?
consults in his earlier testimony. S temmer aaid the point here is the
he did document an abnormal ABR {Auditary Brainstem Response}. It is
simply put, an EEG of the ear and can pbe used to rule out-an acoustic
neuroma pressing on the auditory nerve. S temmer noted that the fire
referra! to him was by an audiologist who,referred the patient to b
with reference to a speech problem. There was considerable discuss it
regarding the audiology comments regardlng diplophonia {the preoductit
of doubie vocal sounds}. Stemmer made the paint that this could ha
been a perception B the patient that double sounds were bei
produced but in fact were not, to which -agreed that this cou

be possible but is irrelevant. &xgpnoted that the second referr
back to Stemmer was in fact by a speech therapist who alsio. referred
diplophania and noted the need for ruling out vocal cord pagholog

The Chairman restated for clarification that the peint here was th

.there .- were twa referrals to ENT, both expressing concern that the

may . be some sort of vocal cord problem, and that in fulfilling Bbc
consults, Stemmer did not examine the larynx. Stemmer pointed €
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that his record also documented that there had been no allergy
managemenmt as of this .date, »

Stemmer, in craoss examlination of (D pointed ocut that-reference
patient @il it should be noted that Stemmer had "listed™ him for
surgery, not. "scheduled”™ him. Stemmer alsao asked G if he had
iooked at Stemmer’'s TDY schedule during the periaod of the Gl c inic
visits., €My indicated he had not, but that he did’'nt see the
significance of the questian, in that if a physician is seeing a
patlent with a potential malignancy, and is then sent TDY, that he has
an obligation to have a colleague fallow the patient or refer the
patient out to another ENT service expeditiously. Stemmer said his
paint was that CElEe did not check Stemmer ‘s TDY schedule before
mak lng accusations that he had delayed inappropriately a dlagnestic

procedure. ,
Stemmer referred to the audiograms an patient GEENR making his

point that the audiograms were not very .consistant regarding the level
of conductive hearing loss. QST stated that in a 3 to Y yéar old
child, the audiograms alone are not always reliable due to a chilcd
that young not being able to respond apprapriately and tec focus on
doing the audiagram. TORES noted that pu?e tone"audiometry is not to
be considered alone when testing children: all parts of the audlcgram
to include pure tone testing, sound 'field teating and tympancmetry
with acoustic reflexes must be considered: using these parts, ' an.

" overall picture can be faormulated as to the batient's hear ing status.

Stemmer referred to patient UEEEEE®» {Stemmer Appendlx D-VI?}

Stemmer asked gEEETN if he agreed that ethmoiditis can lead to middle
with that

ear prablems to which GlEE¥p repl i®d that he did not agree

premise, that he did nat believe that could happen.Stemmer asked G
if he believed that he would have been correct in operating if there
were radiclogical evidence aof ethmoiditis to which EEETRA. repl iec
¢Zmary. noted that an x-ray dated 24 Aug 93 indicated Ethmoids
indicated persistant occlusion of
indication

vyes™.
Clear™ anawman m-ray dated 15 Nov €3
the bilateral ethmoid aostia, although this was not a clear
of ethmoiditis. gEEEETmguUdgested that Stemmer should have analyzed the
x-rays himself prior to doing the surgery. Stemmer asked QBTN if he
felt he could read x-rays better than the radioliogist to whch iy
replied that he probably could in this area as he works regularly in
the otolaryngotfagy field. DT d icated that he always read these
type of x-rays himself prior to doing surgery on his patients.
Stemmer asked if he routinely discussed the Xx-rays with the

radlologist to which Gammsrep!lied that he usually did not, rather he

re-read the x-rays himself. :

Stemmer then asked GoEEENAwhen Pe tobk over as Chlef of the LRMC
ENT Service, eEEmemindicated that was on 1l July 1994, Stemmer then
noted his surgery on his shoulder tock place on 2L July L9994 and asked
if they did not have a chance toc work together during that cd day

period. s indicated that he first signed in at LRMC on 1 July
fn-processing. SEEg noted

after which he had to accomplish all his
that Stemmer told him shortly after his arrival, that he was unbable.
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tc operate due to the discomfort in his shoulder and thus they had nc
oportunity to. operate together so that S coulid evaluate Stemmer '
intraopeqative_technique. Stemmer denied-this, saying that he coaoulc
certainly have been able to assistummmy on minar procedures. At tnic
point Stemmer indicated he had no mare questions for GERR) ST
{Chairman} asked GEER i f the ENT surgeons worked in teams whien dcing
minor surgery to which GapEp s2id they usually worked alone on ‘cther
than major cases. :

Hear ing Cammittee Hember el -ckcd SRS, reference patien:

' 4 . ~do you not trust the radiologist readings of x-rays?” CEmmR

replied that trust was'nt the issue, that I am the specialist in tha-

area and must seeée ‘the actual film to make my own ' interpretation.
reading x-rays is an interpretation, I like to read my own x-rays tc
ensure my own Interpretation after which I reac the radiologist’s

repart”. GEEEERES asked to clarify the meaning o® “Qpaciflcation ¢

sinus™., did this mean there was sinusitls? GEEEEc!arified by saying
that statement does not mear?”tﬁere ls sinugitis. R e e 15
clarified the difference between Tair conduction™ and “bant
conduction™ in audlogrema and that interpretation of the difference:
resulted - in the determination of conductive vs sensor ineural losses
noted that the problem with hearing tests on little kids is tha
you must .da several sequences of tests in order to develop

reasonably accurate impression from the tests. -

cmxmnwagrd Hesr ing Committee member ., asked SEEER to discu:
patient ¢oEeEmES, one of the cases i Tab M of the exhibit file fror
the Credentials Cormittee. This case is dliscussed by Stemmer in hi-
Appendix D-V. Thie was ¥ a case Iin which geveral errors ar
problems had been identified through peer review and fallowup™
treatment. ’ indicated there was a compl ication from this
surgery {left Functional Endascopic Sinus Surgery {FESS} ®and
Caldwe! | -Luc  Procedure on left sinus} done Dby Stemmer. The
compl icatlon was 2 fistula and dehiscence of the operative 'site,
gknown complication which usually clears apantanecusly In L to 8 weesks
When it daes not clear spontanecusly, treatment needs to b
implemented ‘to close the fistula. This complication was “present fo.
over oane year before any menticon of the fistula was made in th
medlical record in followup by Stemmer. . Uhen the patlent ws’
ultimately seen by ancther otolaryngologist, sinus disease was note
to be present en the rlight side. A review of the previous CT scan
reveals that the dlsease was always aon the right side and that |
fact, an earlier CT scan had been mis-read or mis-dictated by tf
radiologist as havlng disease on the left side. Another CT was in fac

mislabeled, however, i'f Stemmer had reviewed the CT himsel f and use
the CT ta determine landmarks for the FESS. It should have becer
obvicus that the disease was an the right side and that the x-ray he
been mis!abeled., Stemmer’s operative report indicated finding mMUCOSE
abmormal ities on the left maxillary sinus and the pathology repor
indicated cartilege, which is difficult to understand as there is T
cartilege in the maxillary sinus. If indeed the sinus dld have tt
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described changes in the mucosa, there would have been tlssue
specimens ta submit and none were submitted. EERNent on to describe
nia concern with the technlique documented by Stemmer in his operative
report. Post cperatlive CT continued to shcw the right maxillary sinus
disease. GG, ncted that he was aware cf at least one other patient
of Stemmer‘s, a :patient @ who alsc had a post operative
comp | ication of fistuia and wound dehiscence. In botn cases, there
was no post operative followup notes in the medical records
acknowlwdging the compllcations. iy noted-that endoscoplc  slinus
surgery le a relatively new technique, perhaps in the past 8 to 10
years. With the use of endoscepic sinus surgery, Ppost cperative
fiastulas have become rather rare. @R also expressed concern that
Stemmer ‘s operative report did not really describe endoscopic sinus

surgery as it is known in the specialty of ototaryngclogy. o
noted that-he ultimately did the endaoscopic sinus surgery on the rlght
side faor patient G S )

At this point, .Stemmer was glven the opport‘uniry to cress examine
Gy rclative to his testimony on patients G =nd GEEER
Stemmer asked gD f he really bel ieved that the left ‘maxlllary
sinus of EIOSKEDM was not diseased to which G replied that it
indeed was not diseased. Stemmer then noted that there are other ways
of determining sinus disease than a (T, such as culture. Stemmer then
discussed the x-ray reports on GEESSERER\{found in Stemmer ‘s Appendix D-
V-g. - There was agreement that indeed there had beenr problems within
the radiology department regarding the dictation and labeling of twc

. of the CT scans on patient GEESEEEE, G then pointed cut that with

twa pre-operative (T reports in retatively close time frame, the
canfllcting findings should have raised Sus‘picion and have praomptec
the attending physician to discusa with radiologiat and examine the

films very closely prior to doing surgery. stated that if the
only x-ray available was the first CT which erroneocusly alluded tc
left sinus disease, it would be understandable how the operation coulc
have occurred on the wrong side. However , in this case, Stemmer hac
.ordered a second (T pre-operatively and the report Indicatec
signiflicantly contradictory Iinformation, thus the discrepancies
clearly should have been resolved prior ta the surgery on the left’
side. Stemmer askedeiZiENif he talked to the radiologist and if he
admitted the film was mislabeled to which P repliied that he hac
done sa. Stermmer then asked CHEGEEEA f the radiologist changed the

label orce It had been determined that the film was mislabeled. EEE
indlcated that was Impossible as the label Ing was exposed on the filr

at the tlme the flim was exposed. Stermer asked |f there was &r
addendum or corrected report issued by radiolagy. I d Icated tha’
he was unaware aof a corrected report -being lssued. Stemmer askec¢

m if it were not possible far sinusitis on aone side to clear anc
then later appear on the other side to which CEEPR) cp| ied that this
is possible but rather unusual. particularly over a short period O

time. . ‘
The Hearing Committee Chairman called for a junch recess at LW
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hours. ‘The hear ing room was secured during the lunch recess and the
hear ing was called back to order at 1325 hours. All members were In

attendance. :

Hear ing Cormittee member GHNNSNNSNY 2c<ed GHEEEATC comment on  the
case identtfied in Credentials Committee exhiblt file In TAB .
paragraph 2c {this is the ifvestigative -report by G . 0TSG
otolaryngology consul tantl}. _asked @GEEm: ~hat a ncrmal workup
for a patient with an abnormal ABR would be to which g repliec
that it should include an HRI to rlule -out acoustic neuroma. ‘This
patient did indeed have an MRI as ordered by Stemmer which was normal.
Stemmer stil! wanted to air-evac the patient to lWaiter Reed ANC for
workup. The question here was why} when the appropriate diagnostic
test had been done to rule out acoustic neuroma, did Stemmer still
plan to air-evac the patient to WRAMC. emmas noted that-Stemmer had
presented this case to him as ENT Service Chief for approval of air-
evac. Iy distussed the case with Stemmer, asking him why he was
air-evacing the patient, since acoustic neuroma had been clearly ruled
out by HMRI. - <aid it became clear the Ste&mmer had no " clear
understanding of why he was sending the patient to WRAMC. Jones nated
that there was no’other diagnostic testing available at either WRAMC
or LRMC relative to this patient’'s condition of asymetric hearing loss

-and abnormal!l ABR. €= Indicated he did not approve the air-evac

request and that the patient would be~followed here at LRRC. acamnR
indicated his concern here was the demonstrated lack of. good judgement
on Stemmer’'s part in wanting to air-evac the patient but nat really
understanding WRyTToSTenTMEr began cross examination of @il relative
to this -case, asking GEENEE if he did‘nt think there could be 3sSome
other kind of tumar in the head other than an acoustic neuroma.
replied that that paossibility was clearly ruled out in that the MRI
included the patient’s entire head and it was totally negative for any

abnarmality. Stemmer raised  the possibility that there could be =&
metabolic disorder effecting the patient’'s hearing to which L ]
respanded that he did’'nt think that was |ikely, and even if it were

|likely, we had the capability at LRMC to do the metabollc warkup.

Stemmer indicated he had no further questions for GEERNA In cross
examinatian. e ies then asked WP to summar ize his overall
impression of Stemmer s clinical competence. g’aid that, basec
on his initially being alerted to a concern regarding Stemmer "s°
clinical practice, he had expected to find minor .discrepancies ir
practice and record documentation. After he was appointed as

investigating officer by the then 7th MEDCOM, he was horrified at the
sever ity of problems that he found regarding Stemmer’'s practlce. He
indicated he did naot go out .locoking for problem cases, they Just
seemed to appear...virtually every case managed by S_terrrner‘ he lookec
at was loaded with problems. SRR, | csed by saying it was ¢
degradation of Army Health Care to allow this kind of care tc
cantinue™. - The Hearing Committee members had no.further questions for
R d v i ced  CEENEEEEy that these proceedings art
in nature and disclosure of information discussed at th_E

confidential
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hearing to third parties subjects the witness to penalties under
federal law, after which he excused the witness at L33k hours.

g. The Chairman called the second witness.. G-, NC .
was asked to briefly summarize her professiona!

qualiflications. She sastated she graduated from mecical _schcol.
completed internship and residency in famigJy practice, had been cn

‘Active Duty in the Air Force since 1985, is board certifieg in family

practice, was an associate professaor in the family. practxce residency
pragram at Carswel! AFB, TX, and has been ass:gned to Ramstein AB
Clinic since 1990. She lndicated she has served as Chief of Clinical
Services at Ramsteln since June of 1994.

The Chairman asked GBS how, in her position at ‘?ams..eln, dic
she have opportunity to have knowledge of the care rendered in the ENT

Service at LRM(C. ' She indicated that her clinic referred many patients
to LRHC., ENT as they are not staffed with that specialty at Ramstein,
she further indicated that most of these referrals are for sinus

problems and ear«prqgoblems, particularly otitis. m then asked
CEZEERY, wvhat some of her Iimpressions were in regard to the patients
that Stemmer had seen in cansult from Ramstein providers. She
indicated that many times Stemmer waould send the patients back to
Ramstein to have the, Ramstein providers order additlonal dlagnostic
tests to include CT Scans and other x-rays. She alsoc noted »that
patients would be sent back to Ramstein providers with reguests to
have them write prescriptions for the patient rather than. Stemmer

writing the prescription himself since he saw the patient. This was 2
particular inconvenlience to sthe patient as many of these drqgs were
not carried on the Ramsteln formulary, thus the patient would have to
‘return to LRMC in order to get the prescription fllled. (R also

noted that many of the recammendatiaons for therapy for patlentas was
different than what most physicians were accustomed to seeing. EEEEED
also noted that many times Stemmer would send patients back with

recammendations for prapylaxis therapy when the record clearly
indicated failure of prophylactic therapy in the recent past and on
several occasions. GESEZUIEEN. then asked If she had poted differeces

between the different LRMC ENT physicians who saw patients in consult
to - which CEZXED» responded that there were definjte differences amcng
the ENT physicians. Dur ing EEEEEENEINYZ ~xxtenure at the LRMC ENT
Service, she had presented Contlnulng Nedlcal Educatlon lectures at
Ramstein to help the medical staff there in dealing with patients with
ENT praoblems. EEsiiygsers, haed emphasized In her lectures that certain
types of sinusitis requlred at least a telephone cansult with an

otolaryngologist in order to ensure proper management and to determine
it the patient needed to be seen by the ENT speclalist. She pointed
out one case in which a Physician, Assistant had called the LRMC ENT
Clinic, as &EIMEES®» had advised, regarding a 5 year oid, Dr Stemmer
refused to complete the phone consult with the PA and indicated he
waould only talk to the PA's precaptor. The patient was then treated

as per the CME lectures from GEEFEED Later SHEEEEN. :alked toO
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Stemmer regarding this case, at which time ne expressed a desire =c
know what Ramstein Clinic’'s protoco! was and that if they did’'nt have
one, maybe they should develcp one. gllmRindicated that the:r

protocol was to do a telephone consult with ENT as had bpeer
sarticulated by GENENED in her lecture. Stemmer recommended thar tre
Ramstein provider do some sort of procedure using neosynepherlne. Tne
Ramstein provider indicated that she was not familiar with ¢th. e
procedure, had not done it previously, and was nat comfortable )
doing it as it seemed to be a procedure unique to otoclaryngologists.
Stemmer, when told of this, indicated that perhaps the Commander a-<

Ramstein <hould get his providers to do this procedure.

indicated she then discussed the case with her Chief of Pedlatrics,
who also lndicated she had never heard of this procedure and was nact
comfartable with it either. SO ncted another case of an  adul s
referrad to Stemmer with a paosslible peritonsillar abscess, patient was
sent back to Ramstein with instructions to have the Family
Practitioner write a prescription for -a certain antibiotic., one whicn
was nat aon the Ramstein formulary. He also indicated . the patient

.8hould do salt water irrigations of the throat with an asepto ayringe

which should be provided by Ramstein. which also was nat avallable at
Ramstein: this Is all a reflection of poor Judgement regerding patlient

sensitivity on the part of Stemmer. then summar lzed another
case of an 8 year old with a histary af strep pharyngltls referred tco
Stemmer . The patient was returned to the Ranstein clinic by stemmer

with a recommendation for the family practiticner to order a (T scan
and make ancther attempt to resolve the problem with an extremel!y high
dosage of Ceclor, particularly in reltation te the age and weight of an
& year aold. There was no clear indication documented for. the (T scan
and there was noc mention In the record of the child’'s hearting Ristory

being considered.
discussed another case of a 10 month old who was referred

to Stemmer for evaluation of a dysfuncticona! eustacian tube after
failed prophylaxis therapy for repeated otitisa far which Stemmer
prescribed more intensive antihistimine/decaongestant therapy. This

case came to |ight when the mather complained at Ramstein that Stemmer
had told the mother that he would not prescribe a speciflc daose of
actifed ard long term antibiotics in reiation to the patient’s age ana
weight but rather the motherashould regulate the dose based ‘on how
sleepy and inactive the child became. ‘ indicated the issue here
was that it s inappropriate for a physician to ask a mother to
regulate the dosage of,a medication for a 10 month old based on the

degree of side effects demonstrated.

et aciked what her lmpreeelon af Stenmer s clinical
competence was based on her interaction with him. g B indicated
she flnally told her chief that Ramstein providers snould no longer
allow consults to LRMC ENT Service with Stemmer...they should avoid-

allowing Stemmer to see patients referred from Ramstein.  GNEEIERENE:

then asked if ESwgyawas aware of any patient complaints against
res onded that she was. aware of at

Stemmer at Ramstein to which SR p /
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least two written complaints from patients and severa! from Ramstein
health care providers.  willlmggy ndicated there was a diatlinct pattern
further demonstrated in the case of a 50 year old male with history of
otitis and hearing loss who was seen by Stemmer., sent back to

Ramstein with# instructions for family practitioner to write
prescriptlons, Patient later returned to Stemmer on own when his
condition didn't improve .and was returned to Ramstein "~ witn
instructions for family practice to request additicnal specialty
consults and diagnastic tests and then to return to see Stemmer after
tests and consults were completed. W indicated this is an
inappropriate method of patient management In that the reascn a
patient is referred to a specialist is for that specialty service to
evaluate the patient, get what additional diagnostlic tests and other

'soecnalty referrals needed, put this ail together and Implement a plan

for therapy. By repeatedly sending the patlients back to the referring
physician for thesa additional items, the continuity of care is
disrupted as all the results come back to the requesting physician,
who has no ingsight into the logic of Stemmer’'s ‘asking for these
additional items, not to mention the inconvenience to the patient and
inefficlent use of provider time. :

At this point Stemmer was allowed to cross examine
Stemmer asked GEIENENR, what percentage theg Ramsteln medical staff was of
the entire European theater medical staff to whichGEEEEED replied she
did not know. Stemmer then asked if she knew of ather physicians in
Europe who had complained regarding Stemmer’s care.. ¥ responded
that she was unaware of any but that as.a practicing physician in .a

clinic setting ‘she-and her medical staff had little interaction with
other medical staff in Eurcope as virtually all their in;eraction was
with the staff at LRNC, their designated referral . center. Stemmer

then asked CEESEY® what sort of specific protocols UPEREFEND and =
IR - in approximately 1991 or 1992 time frame, had given to
Ramstein prov1ders relative to patients seen in their clinic with ENT
problems. & X indicated that for routine cases they spoke of using
antiblatics for sinusitis along with decongestants and nasal esteroids.
She indicated that these two ENT providers . indicated that the clinic
providers at Ramstein needed to know about sinus fluld levels.
Stemmer then asked if there had been any advise regarding management
of allergy related cases to which mreplied that "there were
basically twa levels of allergy Issues. The first being that specific
allergiea would generally be managed by desensitization and less
SPEleIC cases by amtihistimines. Stemmer then stressed that in some
.patlents it may be necessary that they take antlhlstlmlnes on a
regular basis. Stemmer , then asked if QSRS : A had
apeciflcally tald the staff at Ramsteln that there were no cases In
which a patient would be malntained on antibiotics langer than .0
days for otitis. B\ esponded that the lectures did'nt get into

‘the detailed management of otitis, but that the lectures werex

primarily geared toward.-managgement of sinusitis. = Stemmer then asked
how they got their protocol! on atitis for Ramstein clinic with @
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stating that this was developed internally between the family
practice staff and the pediatrsic staff. Stemmer asked f hag
placed much emphasis on allergy management in her lectures to which
YN indicated that she did not. Stemmer then commented that she

“was pretty much of the other schoal™.

Stemmer then directed g z2ttenticn to the 10 month olcg
patient with the failed propylaxis which ¢ d scussed and askec
Gy if she would have simply prescribed a specifiec amaunt o
antihistimine to the patient, to which CNENE ncted that <cshe
calculates a dosage of a medication based on¥the patient’'s weight anc

~further emphasized that she does’'nt even use tables but actually

calculatea the dose. Stemmer asked if she did’'nt ever adjust the
dosage to which 4 sald that “yes, if there are apecific
indications to do so...I don’t use side effects to determine dosages
for a patient™. Stemmer then asked if she did'nt feel a patient who
is well covered could be drowsy to which WJlEBRy replied “maybe. I
don’t use that as my indication for dosage, I may adjust dosage down
if side effects are present™. Stemmer then asked gmmmgy if al! these
cases she discussed were her patients and GEEENE» indicated that, no,
only one was her specific patient, that the others were patients of
var lous providers at Ramstein who had dlscussed the problems with her
and that she,™ in her capacity as SGH at Ramstein, was bringing these
cases forward at this hearing and her comments are based on their
notes and medical records entries. Stammer then askedm If it
wasn’'t true that her main concern was that the pattents referred to
him from Ramstein were being sent back to the Ramstein cilnic to have
prescriptions written. She replied that it was not just the fact the
patients were being sent back ta Ramstein but that normally when vyou
refer a patient to a specialist, the specxellst manecee the patient
far the specific problems for which referred. i -

. Stemmer pointed out that ligquld Ceclor has never been an the LRMC
formulary and thus any prescription written at LRMC would have to be
taken to -a different pharmacy to be filled and that LRMC ran out of
adult Ceclor and did’'nt have any for a long time. Stemmer questicned

7 Wxas to her thoughts on why he would have ordered warm salt water
irrigation with ™ an aseptoc syringe on the patient with the
perltonsillar abscess. FEME® indicated that she was not questioning

his order for that treatment, only that the syringe should have been
‘supplied by the facillity that ordered it and that the patient shauld
have been instructed on the treatment by the phyaician wha ordered it.
Stemmer' noted that the case Jjust discussed was referred by a2 QEERNG
e IEEPP. . he asked cinggy !t any other of the cases she d:scussed
today were referred by« Iuppgie COmEYFgy-cp! ied that "no,* each® ‘case
she presented was referred from a different provider at Ramstein™.
Stemmer then dlrected her attention to an 8 year old patient she
had mentioned whichwas related to a wrong dosage. The concern was
about the way the medication was documented in the chart; the
abbreviation being interpreted by the Ramstein physician as € capsules
while Stemmer indicated his abbreviation was the Latin abbrewvsiatiaon
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for ""hal f*", <R indicated that the abbreviation Stemmer referrec
to was new to her but that even if it did mean s half capsule, 1T
would have been to high a dosage for this child™. “ further
emphasized that the chart entry by Stemmer ‘clearly looked Tike “twc
capsules”™ as she understood approved abbreviations. She further notec
that the prescription was"not written by Stemmer but that he hac
simply made a chart entry and sent the patlént back ta Ramstei!n to he
seen by the referring provider to write the actual prescription for
the - medication and the family practitioner -had only Stemmer "s chart
entry as a basis on which to write the prescription. :

Stemmer directed the attention of SN and the Committee to
his exhiblt package, Appendix A-I-d, a letter fromm datea
1L Feb 94 and titled "I've got another Stemmerism faor you" Stemmer
asked @GEFETORY | f this was a common Ramstein Clinlc term: repl ed
that it was not, that this was the aonly instance she had seen thart
term used. Stemmer asked WM " in referé@nce™to the patient which I
sent back to you for ther neosynepherine treatment, is’'nt it that you

dld'nt necessarily dissagree with the method but” rather that you
did'nt understand my method?"” CEBENE responded ‘that “No.,. she did not
fee! comfortable ‘doing this treatment, I felt we sent the patient to
you, a specialist, and you should do the specialist treatment. I did
have some discomfort with the method in that a pediatrician with 20
years exper jence had never heard of this methaod™. } .

Hear ing Committee member : Bham to g™ .. "You have made
it clear that you would not use Stemmer as your consultant, da vyau
feel he should continue to practice medicine?” WD answered "No™.
Stemmer s TUhy 277, SR -csponded. . .My concern is  in
the consultative role™. Stemmer challenged Ry c omment ., . Don’t
you really mean sinusitis and otitis?” <ENEREERYy csponded...”I feel you
do not fulflll your role as a consultant...you sent patients back to
me to do treatments that I'd sent to you as a speclalist...I shauld
not be asked by the speciallst I refer to, to do speclalty work whicn
is aqutside my scope of practice™ Stemmer Indicated he had no mare
questions for oEre=s The Hearlng Committee members were offered the
opportunity for any final questions to GEENTES iZoe-ErsuE Hear Ing
Committee member, asked i f she felt Stemmer had ever made any
recammendations that couid have been harmful to =& patlent. Sy

. responded that she thcught he had, particularly In the case where

Stemmer recommended that a mother lIncrease decangeatant medlications

dose to a child untll the child started being drowsy...a mother should
nat be meklng these determlnatlons...thle could be very dangeraus to a
child. . There were no further questlone from the Hearlng Committee

members for &2 S Z, 9 that these

proceedings are confidential nn nature and dlsclosure of information

discussed at the hearing to third parties subjects the witness to

penalties under federal !aw. The witness was then excused at l43c

hours. ' o '
The Chairman called for a 10 minute recess. The hearing was

called back into session at lu44 hours.
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h. The Chairmafh called MC as the next
witness, was asked to briefly intraoduce hercei ¢,
MAJ NN inCicated she has been a staff ENT physician at LRMC
for approximately the past two years. She is boara certified ag
an Qtolaryngolagist. Prior to being assigned to LRMC, she was

Chief of Otolaryngology_at Uiesbaden USAF Hospital in Yiesbaden,
German. _ ' :
E RN asked ¢iNEPEENNg-cw she had come to form an opinion
regarding Stemmer and his ability to practice. eI - nswer e
that initially, after she arrived here and Stemmer was Chief, he
appointed her as the “Coordinator of Care for Qutpatients™ in the

ENT Clinie. She indicated her goal was to improvE®efficiency in
the clinic and reduce the large backlaog of patients walting for
ENT care. QERTTYSy indicated she became frustrated that Stemmer

would not give the free reign to do the things she needed to go
to meet the aobjectives off*improving the ci!inic fuction, initiélly
the' frustration was from an administrative perspective, however,
as her role evaolved as the cliniec ccordinator, camplaints and-
questions from patients and “ther“clinics regardimg ENT Cilinic
were channeled to her to deal with. In this role, ‘ soan
identified a trend of difficultles In having patients seen in
referral, particularly relating to Stemmer, As  she examined
these issues, she began ta identifiy c| inical questions regarding
Stemmer ‘s clinical practice, ™ particuldariy from Baulhalder Clinic
and Ramstein Clinic where the referring physicians complained
that Ppatients referred to Stemmer were being returned to their
clinics witholt  definitive theérapy ™ or plans for treatment,
~indicated she would go to Stemmer: for .- assistance in
resolving these issyes and found it ' extremely diffiecult g
communicate with him. Finally comgQERER ndicated she took her
concerns to the 7th MEDCOH Otolaryngology Consul tant, o o
to seek assistance and ‘advice. Finally, Ny, = =
appointed by 7th MEDCOH to conduct an investigation of Stemmer ‘s
clinical care, - QEEPPraeGti nd icated she had been TDY for some 7
weeks during the periocd of the investigation. After her return
from TDY, Stemmer was-~ not.,seeing patients and <eo i
indicated she saw a large number of Stemmer’s patients in
followup, TR indicated she noted numerous problems in . the A
management aof Stemmer.’s patients as she was Seeing them In fol lowup,
such as many of his patients had not been seen expediticusly resulting
in unnecessary delays in diagnosis: repeated ordering of
unnecessary tests on patients which resulted in undue delays in
implementing treatment while awaiting test'results and followup
appointments, some aof these delays were up to 1 to 2 years: many
frustrations from the patients were expressed to m to the
point that many patients asked if they could leave their charts
with SSEENIETr - - total review of their ENT care received from
Stemmer so  that a definitive plan for treatment could be
developed. EWPEIEZ® " cted that she found it difficult to
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canstruct a clear trail of fhidtory,” 'diagnosis afd treatment due
to very limited and inconsistant entries in the medical records.,

Sh_e pointed out the case of a 40 year old male with a growth on
the vocal cord which had not been diagnosed. “fm;nd this
anag operated an the cord, fortunately the growth was benign but

could well have been a malignant growth. also pointed
"out that Stemmer .exhibited poor cooperation with the other ENT.
physieians . regarding 'call “ toverage backup when tha on-call
"physician wasa in the operating-rcom,..-generally oie ot the ~other -
physiclans wauld take an emergent cal! while Stemmer wusually
‘refused , indicating that "he was not on call”. <o pointed

out one particular case In which an emer‘gén_t child 'was being
transported from Ramstein by ambulance with epiglottitis, a
possible airway emergency. The on-cal! ENT was in the operating
rocom In the midast of a case and the clinic staff asked Stemmer |f
he would go to the Emergency Room to evaluate this patient untl!
the on-call ENT -finished their case in the OR, and Stemmer
refused to go to see this patient as he was not on call,
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with the other staff ENT., were similar to those with
Stemmer ., replied that they were not similar and that

would take emergent cases when he was available, on-caTl
or not. @ then asked is she had reviewed any of T =
charts, 4NN indicated that yes, she had done so. She was
then asked if she had the same concerns regarding chart
entries as she had identified with Stemmer’'s chart entries,
responded that no, she did not have similar concerns

with chart entries. <IN caring Committee
member, ‘asked WUNNNEEy if she were in a cjvil ian. community
practice, would she have concerns about Stemmer practicing

medicine to which JUiNNP-cp| ied “yes™. ,,~ then added
" that since she has. been seeing Stemmer’'s patients  in fal lowup,
she believes there are ‘enough problems .that she thinks he should

not be seeing patients. ' The Hearing Committee specialty

consul tant, GNtialNNNE then asked QEERYVHat was included in
8 routine examination for her. JiguliuNgy. responded . that her
routine exam included the .ear canals, .palpation of the neck,
cursury eye eaexam, nasal exam, naso-pharyngeal exam  when
indicated., and an oral-pharyngeal exam. SRRt hen asked how
much time was allotted for a new ENT appolntment. ROEIEIEER | d
that wusually new appointments were 20 minutes. QEENgy-cked i f

that - were adequate time to which JJjJE responded that It was
not. '

then easked CGEEXYwmmgy |f, based on her review of
Stemmer s ' patient records, could she as an outslde consul tant,
follow the care of a patlent belng managed by Stemmer. She
responded that the assessments and conclusions are frequently the
2ame regardless of the patlient’s primary complaint...many times
the complaints are attributed to allergy problems and the patient

is referred to the allergist. She noted that even In cases where
an allergy workup had been negative, the ENT fol lowup visit to
Stemmer had a documented entry attributing the problem to

allergies. ETERETRy fur ther stated she had concerns with young
kids being maintained on antihistimines for long periods of - time

by . Stemmer and that in some cases this had adverse effects on

thelr achoc! performance, however the symptoms for which being
treated did not improve on antihistimines. GEREER=ked if she
had ever =assisted Stemmer in the operating rocom to which she

indicated she probably had on only one cccasion. CERERED acked

WA if she felt Stemmer and WRSEpEcot along well and if she
felt they were In agreement to which she respaonded that Wil
got along well wlth everyane, that GBENEEENd d'nt have strong
feel lngs regardnng the management of the clinic. aSEEmy then
asked ¢wsiswegmy if she was aware of any concerns GEEEEEE> might have
had about Stemner s clinical care to which she responded that she
was aware of a couple of occasions In which «3EEEEEM had expressed
concern about some of Stemmer’'s patient care: a ~ case In
particular was a cancer case referred from .oral surgery service
in which there was a delay in getting a barium swallcw due tc  a
waiting list in radiology and the child with the epiglottitis
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from Ramstein when Stemmer refused to cover Nhile he was

still In 'the.0R.»

JdENE s sk 2 T i f che had ever made special
arrangements far getting diagnostic tests done on ~patients she
felt were more urgent instead of waiting for their turn to come up

‘on ‘the waiting list. 4EmNNNEN - csponded that she had.
tfien asked if, for-eiﬁmple.hradrb1dgy was responsive to
such requests to"‘Whi-cn~repHed that they always had been
when she explained the urgency to them, however in the case of
. the referral case ﬁvom'oFaﬁﬁsurgery, Stemmer--de layes getting the
" bar ium swal low because af the routine waiting list and apparently
made no attempt to make special arrangements with radioclogy ta
expedite the exam. _. C e e o
; ' ¥ Hedrtfg Commltteesmember {* ‘asked i f
aﬁtihistimine therapy over longer periodS»qf time were used for
acute otitis to which.she responded that, no,  that that therapy
is used 'more so for chronic otitis, He then asked If in followup
cf Stemmer’s patients, she had seen any . who:- had worsening
I'l'lneases, possibly due to his treatment approachk.
responded that, vyea, she was aware of one 'casein which the
patient complained -aof ‘warsening nasal gbstruction and S inus
Pressure who had been followed by Stemmer since tate 1992 when
Stemifer *documented a septal defarmity, (T of sinus normal, was an
antlhistimine therapy for & months, had Septoplasty, contlnued
Ssymptoms, repeat (T was normal, repeat septoplasty followed by
twe moare (T scans which were both naermal, Stemmer’s operative
report "Indicated excision of the Iinferior turbinate.
sald that her exam when she later saw the patient indicated that
the middle turbinate had been removed and that there were many
adhesions and the inferior turbinate appesred to- be untouched

even though that was the surgery that was indicated.  These
findings were diffesent than one would have expected based on
Stemmer ‘s operative report. She further indicated that normally

the middle turbinate is not removed as removal can cause future
Problems., SENNNEW s2id that she ultimately had to perform a

third septoplasty to correct the patient’'s problems. ey
asked ' where she learned to do endoscople sinus
surgery. She indicated she learned in the last vyear +wf her
residency plus an additional ‘coure .in.the past year. G then
asked where she would have been able to learn the
procedure if ghe hadn't had the eppartunity In her residency. to

which she responded that there are many courses avaibsble- over
the wworlid. ,using cadavers...there -are courses av¥allable for
initialtly learning as well as refreser courses when one has not
practiced the procedure frequently enough to ' ma+ntaln " current
competence. ‘ : :

' “WEEREERYY Hear ing Committee member, asked i, to
summar ize her cancerns regarding patient <A which was
discussed in earlier téstimony. - YR - 2sented the following
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summary:: The mother had brought the patient and 3 volumes of
records toc (i to review in February 1994, The mother had
caoncerns“” ‘regarding future ‘plans for managing the child’s
probliems. The child was a Downs Syndrome child who had been
maintained on antihistimine therapy by Stemmer for some S months
“which had adqitional‘=depressive effects on the child and .the

mother ‘*was questiaoning if this was necessary as the child’s:

symptoms had not improvEd“stgeificantliy:. the child had been seen
in referral by an allergist and allergy had been ruled out as a
source far the child’'s ear probiems. JdomlEEEN. i ndicated that on
exam she found a dense bed .of adenoid tissue which was
obstructing the eustacian tubes., and an adnoidectomy and ear
tubes were recommended. Due to Active Duty backlog for surgery
at»" LRNCs- ¥%the child was ultimately taken to **a . german
otoclaryngologist who. performed an adnocidectomy in July L9994,
Subsequently, the child has done quite well and is no longer
taking antihistimines, has demonstrated impraved hear ing and the
per forated TH has remained closed. In reviewing Stemmer ‘s record
entries, indicated it was difflcult to fohkhow —hffx
findings from wvisit to visit, particularly what he found oan
examinatiaons. She indicated this patient was a difficult patient
with very smail ear canals which made her difficult to examine.
TEREgp s2id she felt that elither Stemmer did'nt examine the
ears or he failed to document his examinations over approximately
a year's warth of outpatient visits. ¢§gﬂnlﬂﬂbnoted that in this
case., Stemmer had performed one tympanoplasty which did'nt work.
The German otolartyngologist at Homberg alsao dld a revigilah™
tympanoplasty at the time of the adnaidectomy. The initial
cperative report by Stemmer identifled enlarged adenoids but he
did not remove them. CENEEEEE® also stated that there is general
agreement among ENT practitioners that if, after two sets of PE
.Tubes the problems persist, an adnoidectomy would be indicated.
QNP then asked x> if she would congider endoscopi@
sinus surgery a major surgery to which she replled that some ar§
more major than dtfiers due primarily to the anatomical deviations
in various patients: she indicated if she had to choose- ongs,
“atefory, sheé® woulds have to consider them majar, primarllLy
pecause if one does’nt have the right training. they could easily
hurt the patient. <NEMEEShen asked CECEuNDny 0 refefence td
patient CEEREIRwm» what observatians she had regarding the case
review in exhibit. file TAB H. She indicated that the operatig
report did not appropriately descr ibe the current technique for .
Functional Endoscopic Sinus Surgery {FESS}T, the documented
procedure does not descr.ibe the technique normally learned since
FESS has become an accepted pracedure,: the entry documented by
Stemmer does not make sense, does not £t the description of
FES®we+theg  Toperative report does not dsfine FESS geven though
Stemmer termed his procedure as FESS in his repart. .. T
jty to crass

BN Ly Mg,

At this paoint Stermer was offered, the opportun
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examine ‘which he proceeded to do. Stemmer initlale
addressed the testimony of duEemmEp regarding the clinic
management #by -<iiitung® He asked her if she felt she had been
thrown into a situation she was not ready for to which GG
replied that she didn’t feel that was the case. rather, she felt
she had a plan to improve the operatloh of the clinlc but was not
given the freedom by Stemmer to imp lement her plans and make
changes: she sald that Stemmer would indicate he didn’t ilke her
ideas but would not put farth alternative methods whereby cllinic
efficiency could be improved. Stemmer -thén stated that it
=sounded to him l'ike she was characterizing the differences 1N
work relatlonships she had with Stemmer ve those with L Y
Stemmer then proceeded to address the two cases dipna® had
testified she felt indicated disagreements between Stemmer and

OTTwwwp Stermer asked, reference the epiglottitls case, “how di

you come to this conclusion?™ responded indicating that

“4he ®l inic staff had come to her saying they had called ol 0

the. OR .and he had asked that they have Stemmer see thie emergent
patient, ‘which they did., and =aid that Stemmer had refused since
he was not on call, after whlch the clinic staff asked her to
respond to gee this patient which she did. Stemmer then stated
that he -was not aware the patient may be emergent in nature  as
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the clinic staff had not told him that information. L

said the clinic staff had told her that they had specifically
told Stemmer the patient was an epiglattitid’ patient and that he
had refused to see the patient &8s he was not aon call. Stemmer
then .asked OEktoxgyy if she did’'nt recall Stemmer’s elinic
protaocol on taking care of patients &as clinic doctors rather than
interrupting the on-call doctor in the OR...and continued to ask
her whoe was agalnst th&t polidy? JEEEEmE» responded saying that
she recalled it depending on the serlousness of the case.
Stemmer again. asked her “who was against it?” and she responded
**I don't know™. Stemmer theri*said, »I°1| tell you it was you and

Y PEEES

seen by whaoever was first available. Stemmer then asked

responded by saying that no matter who heldy

what pasitlon, she felt it was impor tant that an emergent case b‘e.“-S

i f she really believed that he would refuse to see an emergent._ggi

patient. <EERRrES» s2id that she could onty relate what she was:
aware of regarding this cdse of epigldttitiss= Stemmer then said 2
that he '~has only his recol lection to go on but that he clearlyd
believes that he enly found out after the fact that the patient,
he was asked to see was emergent and that that fact had not beery
made clear to him at the time he was asked to see the patlient. i

Stemmer then asked @oUEEss» to characterlze the cllnic
situatlon and thelr canversation when Stemmer asked her tO be the
cllniec coordinatar. gaid that at the time there were
many outstandling consults to ENT and that the clinic was nat
meeting the 3 and 10 day access to care rulea: that there

appeared to be no good solution in sight: and that the clinic was
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basically a "zc0"™. Stemmer asked her how long she recalled . the
‘walting Illst to be and g csponded that she belleved it
was around 350 or so patients. Stemmer then asked her what the
waitlng list was for ENT surgery to which - sald she
el jeved it was around 150 to 200 for each ENT doctor. He asked
her i'f there was any pressure to see Active Duty patients flirst

to which <ENSENEW responded that yes, there was pressure to see
AD patients .first., Stemmer asked “BE tubes did’'nt haVe Briority
then did they?!” < EEEENgy<3id **no”. Stemmer askeg "do you recall
when we were first told we could begin to send depenaents on the

economy for tubes?” oihismm» sz=id “"not really”. Stemmer noted
that it was "long after we had built such a backiog™ that we were
alliowed to refer patients out for such things as 'FE’j[hbes.
Stemmer then stated that "once we could ‘send patients’on economy ,
the “pressure was greatly relieved, do you agreef?™,

Quality Rkssurance Documsnt

10 UsC 1102, Cnanthrsizad

‘;eSQQnded by saying she guesseds»sa. . _Stemmer then noted that of
“the some £00 patients on his personal waiting list, some S0 or &O:
were PE tubes. He then asked GIEBEEXD what she would tell

patients who needed PE Tubes when she knew she had a long waiting
liste for surgery. CEIENEES r csponded by saying she would first
of fer CHAMPUS cost share program which was always available: it
depended also on the cer iousness of the case, real serious cases
were either locked at to fit them into OR schedule as add-ons or,

have them sent out, elther on the economy or to CONUS. She said”
that the non-ser lous cases she would leave on the waiting list as
long as !t dld'nt become dangerous to the child: the ultimate
decision was’Up to the parents...we make recommendations...when

the patlient could’nt go on the economy for some reascn, ahe would
make arrangements for our OR in the serious cases that could
result in injury to the child. Stemmer, then asked her if she
would ' nt use medicatlions while waiting for surgery to which she
responded that she would only if the patient responded to the
medication, once it was determined that it was a surgical problem.
I'd  do what was “necessary to get surgery daone. Stemmer thep
acsked her if she would use antlhiatimines to which she replieq
- that  no., she would use antibiatics. Stemmer then asked "iﬁbé
pedlatricians were using decongestants, you'd disagree?” to whick

=7

il r#aponded  yes™. Stemmer. then stated that there &rg
other schaols of thought which bel ieved that decongestant therapi&

is acceptable. . _ : : )
Stemmer then directed attentlan to the subject of FE%%

surgery...reference earlier comments onR patient
. he asked *wmsmamp ' f she did'nt agree that there are
different methaods of appr&fiching maxillary sinus surgery. perhaps
considered geafer by & particular doctor or group of doctors.
ARy respanded t-hat.s,.p&sslbly so...if it were an accepted EC'
technique which I would then assume to be publ ished...accepted
approaches are based on the anatomy of the patient. Stemmer then

asked it she would “not want an endoscope placed in a cafe way
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. -1
just to have a look_?" JmlNNp =2 id that “that is not what y—‘ou
descr ibed in your operatiwe repoft” . Stemmer then said that he
*did‘nt write the operatlve report for residents but wrote It tor’

mysel f so I know what I meant™. : B .

A Stemmer then addressed the case regarding the resectlon of
the middlie turbinate and said to mEmEe " you said it was’'nt
indicated”” ¢pEtwygpys “No., I said that is not what the operative
report said™. Stemmer to NGy *yYhat kind of disease would
indicate surgery on’ the*middle turbinate?’. G Growths
an middle turbinate which- obstruct the drainage . -af the
cinus...abnormal anatomy of middle turbinate™. Stemmer! "I'm not

sure you are aware of doing sub-mucous resection of the
turbinate™. Yy TENrarsy “Yes, 1 am. Four CT scans still showed
bone..can’'t regenerate in that short of time™. Stemmer: “"There
are other paossible reasons tor the CT scans...to See if bone is
regenerating’. B et A T I don’t think you need a CT Scan to
“tind what you could find on a simple physical examination...in
the military population where many*physicians see a patient, it
is more |Important to document examinations and detailed operative
reports”. Gﬁgﬂnlu'agnote&" that it is possible that he was

ordering these (T Scans for some other reason but if that were
sa, |t was not documented In- the patlent’s chart.

Stemmer then referenced the patient previously noted
regarding el m> bel lef that the barium awal low or bone scan
radiology request should have been expedited. Stemmer: “You gave
the committee the Impression that I did'nt try to see the patient
expeditiously™. . S **No, the committee asked me for 2
specific reference and I gave this case as arn example.. S
took over this case after the patient indicated he felt he

could’'nt get expedient care from Stemmer’ . Stemmer: “How many
cases. should I have that would result, in your opinion, that I
should’'nt practice mediCine’"'W#ﬂf%dﬁ‘%W”ﬂt this -'point asked
Stemmer o please get to his point. ' -

e T pointed out that the cases- in the Credentials
Committee .exhibit file represented the evidence used by the
. Credentials Committee in making it’'s recommendation to the

Commander to revaoke privileges. S e
neither the Hearing Committee or Stemmer knew what & 7 i
BEP or CUEE were going to say in testimony. - and that
Stemmer had been made aware of who the witnesses for the
Credentials Committee were going to be long before the Rear ing
. date. Stemmer stated -that he fust be given the cppeortunity to
respand to everythlng brought up by the witnesses In verbal
testimony. EIEEREIY sugges ted that perhaps the Committee could
disregard everything other than .the teestimany  regarding
dgcumentaticn in the exhiblt package. Stemmer stated that this
minutia was important to be aple to address the jagues brought up

by the wltnesses, particularly +he otolaryngologist.

ent on to say that

%
A

Fea oo A
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A recess was requested agd declared at 1lbk2b hours. The
hear ing was called back to order at lku40 hours. o
LTC Stemmer indicated to the Hearing Committee. that after

consultation during the recess, he wishes to dispense with.

further cross examination of R . Stemmer. made the point
that since dimimagip-d made a statement that she did’nt feel he
should ‘practiﬁg.medlclne any longer, he needs to understand why
she has ' reached that copclusion, and that he wanted to go
on record as feeling that he should be able to research the
records on any case mentioned by any witness in the hearing., even
those in which no documention was presented other than verbal
testimony: he further indicated .that he was concerned about the
time that was being used in this hearing and that he did not want’
to allienate the Hearing Committee members. Gl c!arified
to LTC Stemmer that time is not an jssue and that the Hear ing
Committee 'was prepared to stay in asession as long as need be in
order for Stemmer to fegl that he had adequate time to present
hies case to the extent he deslred. { "as Hear ing
Committee Chairman agreed to this and alsc agreed that the
Committee wogsl_d.'_qd_i's_xeense with calling CEESEESEEEes 2 witness
for the Committee_ana that further testimony would be limited to
the documents included in the Credentlals Committee exhibit file
and  the exhibits presented to the Committee by Stemmer - and
accepted as-#AB d of the Hear ing record. It was agreed at this
point to allow Stemmer to proceed wlth the'presentation of hls

defense. CAEEEIEEEP:dvised iRy that the proceedings are

confidential in nature ang.dlsclosure of Information discussed at
the hearing to third parties subjects the witness to penaltles
under federal law after which ‘the witness was excused at LbBUY7?
hours. : '

i LTC Stemmer took the pagjtion:of witness to present his
case at 1kLS0 hours. GRS again assured Stemmer ‘that he
could; ~have..all the time he needed to present his case. Stemmer
formally requested that the document package he provided to each
voting member be formally entered as his evidence. = This package
had previocusly been entered into thgﬂngangggarecord as TAB @ . and
was formally acknowledged at this time a5°TAB 4.  Stemmer asked,
that-.sHear ing. Commidgtee members make a carrection to the exhibit
package that he submitted and which was entered as TAB @ in the

hear ing record. This change is on page 3, paragraph 10, line 2,
Change “Appendix F** to read “Appendix ¢~ which is 2 comprehensive
report aof all the medical problems and my request that 1 be
allowed to .Wyoluntarijly suspend my privileges due to heath
‘problems. Stemmer asked that before he begins his presentation,
the Commlittee members be allowed 20 minutes to read  the
introductary portion of his documentary exhiblts entered Into
evidence as TAB &. The Chalirman allowed this and 20 minutes were

cet aside for the Committee to read this document. Stemmer
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J1s B

fur ther requested that the Hear ing Committee consider, in detail,
the documentation he has submitted as TAB @ prior 1to reaching a
decision on a recommendation to ‘the Commander . After all
members indicated they had read that portion of Tab 2 as
requested by Stemmer, the hearing- proceeded with Stemmer
presenting & summawy - of his documentation.

Stemrmer ' referred the Committee members to his Appendix- A of
TAB @, pointing out that thias document, along with 3some
supporting evidence, provided substantiaticon of his being treated
in a biased manner at LRMC. 'Stemmer then referenced his Appéndix
B of TAB @, noting that this documentat:on.refers to the time
his clinical privileges at LRNC were ‘nitially ptaced In abeyance
in April 1994 and subsequently reinatated by NI then
Commander of LRMC, which cleared me of any wrangdo i M Stemmer
pointed out that the bias against him began at the time he first.
entered the US Army and attr lbuted this blas to the fact that he
was the only‘otolaryngologlst in the Army that was not trained In
an Army training pragram. He gdso ~'pointed cut that . his
documentation ind i cates DEEERINNCED. ENT Service Chief when
he arrived at LRMC, was intimidatéd bvvhﬂm-andfnad a fear that
he would repiace her as Service Chief and that -this was
compl icated by sty usband being the Chief of the Department
of Surgery . at the time. Stemmer commented that the impreesicns
created by his privileges being placed in abeyance two different
times and the accompanying investigations all detracted from
patient care far' Wis patientsy these ~interruptiaons resul ted In
lack of continuity of patient care for his patients. all this was ~
due to the investigationsiy not due to his incompeténce. Stemmer
alsoc noted that for example, the al leged case of hie failing to
followup on the patient with cancer,: that the patient had
indicated he had German insurance and would.get it taken care
of In a German facllity, this of course after he nhad informed the
patient that he was umab | e ter due the surgery because of his
shoulder problem.  Stemmer pointed out that. foilowing these
disruptions, he applied for transfer to the US Navy.

ey asked Stemmer why he felt dnanasbontinued to review
his cases after he was assigned to LRMC as ENT Service Chief.
Stemmer responded by saying that he felt this continued
investigation was due to €5 Eenh | as against him and the fact
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that he applied to the US Navy for transfer to the Navy Medlcal

Service., ENamzaEEpy also quer ied Stemmer regarding his writtem
comments in paragraph 10 of his introductory mema on his exhibit
in TAB @ where he alluded to the “einister calculated malicious
mativation™, the question being how do you know the motivation of
these people? then asked Stemmer if he remembered the

b At
e 8 2

discussion that GHEESRAEERNRID STt {Chief, Department of
Surgery} end LTC Stemmer had an several occasions regarding
Stemmer 's patlent care and the concerns related ta hls care &s
well as his clinic management atyle: and that Ty had
- CONFIDENTIAL @A DOCUMENT i
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issued a letter requiring more detailed, criteria based review of
the records and care rendered by all assligned surgeqns...Stenmer
acknowledged these discusslions had occurred. At this point, (iR
uggested that the committee discussion and questloning get

back to the subject of clinical evaluations of the cllnical
practice of Stemmer ; speciflically the cases upon which the
revocatlon of hisa privileges were based and that Stemmer limit
his comments to factua! information. :

Stemmer said that he did’'nt feel he had access to the medical
records relavent to the cases presented in Tab J and Tab N of the

Committee exhibit package. Stemmer asked the committee to ignaore
some of  the previous testimony which alledge that only his
methods were inappropriate, bur rather consider only the twa
cases in whjch'complications were noted.. Stemmer then alleged
that a&all but twao of the cases presented in the exhibits have
never been reviewed through. the Department Of Surgery Internal.
Peer Review process. Hear ing Committee member EEEEEDt asked
Stermer to clarify an earlier statement In which he stated he
pel ieved CIEEIEEIS felt;ghgaa;ened-byﬁStemmer's credentials and

thus was Jealous of him. Stemmer conflirmed that he had made that
statement and belleved it to be true. GEEIEEEe hen asked Stemmer
i f he was saying there were no errors in his clinical practice In
those case reviews 'ﬁ?esented in the Credentials Coemrmlittee
documentary exhibits. Stemmer respcnded, saylng that certainly
in 3% years of practice he had made errars but that I bel ieve
there are no errors in judgement on my part in these ceses™. o
rpmmereomen o | nted out that, prior to W o S e R [etter
after Stemmer's first abeyance in April 1994, there were not
adequate criterla based surgical case review activities in place
within the Department of Surgery. The review aystem .in Surgery

LGRS s e

is that in oaorder for cases ta be discussed at the department
level , the aspecific cllinical service must report the case to. the
depar tment fevel . S e inforced the point that not all cases
are reported to the depar tment and thus reparted through mlnutes .
to the Medical Center ECOMS or Risk Management program.. Stemmer
noteddh{sﬁgisgsreement, that in fact several .ef these cases were
discussed In the service peer reviews. Stemmer pointed out

. e |etter which requirged a.better review program within
Surgery department. Stemmer also pointed out that both

A =nd his past experience was that chart reviews were
K . . .
informal, where we reviewed each others charts and discussed

informally any issues we noted. EEaxrrmknycc i nted ogut that his
policy since being at LRMC has been that case review be conducted

based in specifi@;crlxggLa and be faormallzed, even though this
may not always have peen dong. - o

: e 25 Hear ing Committee member, asked Stemmer., in
reference to the two Cases in which earlier test imony indlicated

rhat. he had failed to examine the vocal cord. pavrent SiJRand
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9y Did you examine the vocal cords?™. Stemmer 'S respanse
was that 71 was catiafled with my decision to refer the patient
to pulmonclogy and that I had instructed the patient to return
J-f pulmonology found nothing™. d.ll..' then again asked Stemmer
for a sapeclfle answer, *did you examine the vacal cords?™.
Stemmer . responded by saying that "Na, I did’'nt feel 1T was
indlcated, when d4gESEED | ooked BT the cords it was &k months
later and the symptoms were more pronounced. and 'n fact the path
repart showed that it was not a papil loma™. ~ Culimammile "Cted
that the first thing he was taught in medical school was that you
“iook at the flarynx wnen you are confronted with a complaint of
" persistant cough” . At this point Stemmer said that he did laok
at the vocal cords...with a mirrar. and ldentified na posltive

findings. R then asked for clarification, first you ‘said
you did’'nt look at the cords, then you eald you did...what is the
answer? Stemmer: “UWhat I really meant to Say is that there was
no need to examine the cords, in my normal practice. ' yes I do-

examine vacal cords™. CZESBED TAs an ENT specialist., do you

examine,voeemnconde in a patient with a chronic cough?® Stemmer:

*“This patient did not have a chronic cough. he had it only a few

" weeks™ . aEcTe» “would you not document, a2 vocal cord exam if it
.is a signlflcant portion of an exam based ~on the symbtoms’"
Stemmer: ~Haybe. do to the walk-in clinic and the fast pace.
may have taken some steps to save time™. o S Fart of your
differential diagnosis was Iaryngospasm...lt would seem that &
cord exam would be necessary". Stemmer: ' Yes, I probably did
tharr..routhhamy I examine the larynx but I=failed to¥ wcite it
down here™. A Committee member then asked Stemmer if he belleved
in the philosophy that "Iif it was’'nt written, it dld’'nt happen?”
Stemmer: "No, I did'nt feel documentling this exam was eritical to
the case. thi I did’'nt document 1t".

i i noted: in:TAB J. +he German patient with the
allegation of a delay in referral, the 41l year old patient with a

15 year history of cough. he then asked Stemmer for his respaonse

to the allegations regarding this case. Stemmer: ~Patient was &
German dependent of a military .and the criticism was that I
did'nt evaluate the patient rapidly enoughi it was'nt & matter
that I missed anythings it was & matter of timing. “"That

particular patient came in just a day pefaore I was to leave -onN
TDY and leave. ~ I told the patient that I would ordinarily do
him very expeditiously. I told him I thought it was Vvery aer ious,
. I even used the waord ‘cancer . beihg;German,JI aven used the ward
‘¥rebs’', so that he underatood, and he sald that beling German, he
‘had German insurance and he wauld go to his German doctor. t
sald, flne, make Sure you get |t taken care af right away. “This
patleat then wcame In about the middie of my canvalescent
|eave., 1 was called back trom my convalescent leave by G
because of the large packlog. =~ I saw the patient and aske him
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what had happened, did you get this taken care of? “The paclé%:
said. no, that he was not able to see his own German doctar as he

had planned, I immediately went to Y I did not reallize:

that CANGpgREeR® would consider that wan Infraction of care,

otherwise I mig'ht not have.' Stemmer went on toc state that e

did not communicate with him on any of these patients.
then asked Sfemmer:#f. he had written out a referral to the

_German physician for this patient 1O which Stemmer said that he

-

did'nt recall. dsgEENFnen asked Stemmer if he had documented
_the referral to the German doctor in the medical recaord to which
Stemmer indicated that ne certainly did, however tne recard is’nt
available to verify that. uu then asked Stemmer if he
of fered an urgenf biopsy to this patient and Stemmer indicated
that he had,done .so but the patient chose to g¢ to the German
doctor. '

J
o
o8

&> queried Stemmer about his training in doing
endoscopies noting that his techniques are apparently different
from the cther otolaryngologists here. Stemmer indicated that he
was “trained before that per iod of time, . my many Years of
exper ience has al lowed me to develop my own technique: RO, I have
noct taken epecific training in the Kennedy method, the current
approach: my technique is unique to me, a modification of madern
technique...combined‘with the older methad. I ltook to the - point
where I can determine if I need to do 2 Caldwellzluc procedure:
there is an increased frequency of complications with the Kennedy
methad™. Stemmer was then asked if anyone else was uesing his
technique to which Stemmer responded *Yes, 1 have been ualng
endoscopy for years., to remove foreign bodies and such™. Stemmer

was then asked if that type of andoscopy was not somewhat
different than that used ~ in sinus surgery to which . Stemmer
replied TYes it is but we do use endoscopy’™.  Stemmer was then
" asked  “training for |aryngoscopy taken In Frankfurt "does not

necessar.i:ly qualify one toc do slinus gurgery?”™ Stemmer responded
I don’t think Jjust because you've used endoscopes in one Aarea,

~ you can't wuse . them in another cs0...1°ve -been examining ugling

2 even atar ted

&
=3

endoscaopes to examine sinuses long pefore
describing the technique™.

e

g» report in TAB J, paragraph 2. 2. patient N
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Committee member €& vyirected Stemmer s attention to =D

case that has beéen discussed earlier. Stemmer said. “yes. thats .

the patient that i'm suppased to have operated‘cn the wrong side,
t+hats the cne I did discuss with~ s that I was following
what .the x-ray. had been interpreted ToOra
time the patient had other clinical signs of Infection: -

did not give you the full picture: he did not even mention that

" the complaints were bilateral, patient had sinuslitis on both

sides, I was trying to make it clear that the x-ray report on H

January shows that both sinuses were involved: nNOow I =do not-

recal! going aver those x-rays in the k ind qf-detail I normally
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do. but if there was an error in labeling, I just would ot
expect it, 4 did not come to me and say, hey., we got this
patient here and since you're standLagﬁrigg; here, and since I
see 'mpg.eyery“day. whats going on, did you reaily do the wrang
aide? and I would have then hopefully been able to go through al|
the. x-rays with him and work out whetner I really went Dby the

:Japgang on the - x-ray but I think: thats natural that my

examination supports hls disease is bilateral and finatly I
mentioned the facft, thagt-1 did have a positlive culture from that
sinus™. Stemmer also noted that the patient’'s complaint was of
general ized discomfort and not | imited to just one side. coL

] “The first x-ray-showed the disease_on only ane side,
right?” Stemmer: “I don’t know for sure, I think. and its only
the third one that mentions both sides™. Stemmer further stated

that the patient "did not point to a apecific place and say.
"palg.-rights here, not at all’, he complained aof generallzed

headachea., generalized sinus symptoms™ .
* Hear lng Cammittee member and aisc Chief of

Radlology. noted that the x-rays involved here are Indeed very

confusing. 0n the flirst  x-ray, the right side Is actually

|labeled as the teft, an the second, there was 2a migtake in
dictation, what really appeared on the $i1m was documented In the
radiology report as belng found on the cpposite side. EEEERd!C
however, polint  out that In none of the filme, either befcore or
after surgery. was there disesse demonstrated on both sldes, the
key thHing on the second report was that the dlctated report, at

different points, Indicated “right™ In the body of the report and .

“left”™ in the "conclusion™ statement, the point being that if one
had read the entire report, it should have been recognized as
being contradictory and have alerted the reader af the need for

- ctarificagion. .
& asked Stemmer for his response 1O [ g

concerns expressed in earlier testimony regardling Sterrmer"s
ability to interpret audiometry testing. Stemmer responded that

claim that he was unable to interpret basic audiometry is.

ridiculous considering he had been in practice 'some 35 years.
Stemmer Indicated he “ecould’'nt understand why PN "ac to go to
such extremes, when we talked about it, he interrogated me, had a
tendancy to want to starld over me., just tossed the chartsin fropt
ot me . ‘whe#" he Interrogated me there was no dialog at all, I mean
he was intent on taking my memo that I wrote to the Credentials

Committee, It was not thru ot was intended for the
Credentials Committee, I made |t clear that as far as that
particular patient-was concerned, I only had contact with the’
patient twice and so to be mentloned in a suit which was the only
adverse thing that came across to the Credentials Committee: I

made it clear in my documents that the care Wwas found to Dbe
approrplate by peer review and the Credentials Committee, there
was no sub-standard care. ywhen I went through theae audiograms
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cord of Credenttials Hearing

-1

AEMLA-@A  Summary re

lock at the first one and ;Bt

'.wlthP he was only willlng to
the others where .a bone conduction was not even shown. “The
audiogram of Lk September shows that the hearlng was improved

I'm not going to cperate on the

after my treatment SO naturalJy,
| ike he‘would |ike for you toO pelieve I should

patient right away
** It wasn't until _afterWSurgery that increased .

have.
hear ing loss is demonstrated.” :
3 g then asked, in reference ta the air evac patlent
"what wouid have

eed when the MRI here was negative,
reason for transfer to UWalter Reed?™ Stemmer ! ~RERA

is definitive and there is nao reason to

cooEygyc !aims that the MRI
further refer the patient. <1 asked CEEESERRy | f e did'nt think
ABR, the ABR simply

there are other possible causes of abnormal
we talked

indicates if there may. be pathology behind the cochlea.
about the not explain the 30 or so

MRI being negative does
possible causes for an abnormal **Je do not have access to an

ABR.
otologist here and I felt because. ther a very

. this patient had ei
earlyvacdﬂgﬁfﬂ“heurdma. there were many symptoms to aupport this,
acoustic neuroma may have .b

and the fact that the een so0 small it
would not have shown up on' the MRI, does’'nt mean yau have a right
to ignoré the abnormal ABR under these circumstances and thats
why I wanted an ctologist to evaluate him.” RS asked what
tests an otolaogicst would have been able to do that could’ nt have ]
been done here. Stemmer: ~The otologist has & better
understanding., the ABR |s somewhat |ike ~an EEG., not every:
neuralagist ls an expert on EEGS, the. ABR is very complex and

for one, dld’'nt feel that I could make all the differential

d have come from this abnormal ABR and I don’t
I did’'nt feel the
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‘dlagnoses that coul
think there Is anyone here that could do this,
audlologist were expert enough to do this™. ey, asked
Stemmer if either ik : ; gy, T2 | kEd TO him about
this :gaséy Stemmer: ~TYes, paEmad | 4 . GRS did"not: W
» was bent an proving to me .that you do not send patients
negative, that the

MRI= on which were '
MRI should be

that you have daone

evacuation system is expensive and that the

considered conclusives my communicatian with orEGEshis always so@
d‘'nt hear any dlecussion I to offer™.

.biased that he wau l

# w» then asked Stemmer (f he went over his differential
diagnoses with €F ~ Stemmer: I told him I thought there were
other reasons positive ABRs and he mentioned that In his
report: he sSays that I was’'nt speclfic. he did’'nt let me& be
specific, he simply cut me off, *he Said the MRI is negative and
there Is no mare discussion™, Stemmer was then acsked |f he had
ordered additlonal studies to pursue his differential diagnosis.
Stemmer . *This was one more case that was'interrupted in my
followup., if I had been in a position to followup ON this
patient, I'd have had a secretary call the patient pack and I
would have said, ook we have a difference of opinion betweéen two
doctore., I don’'t feel that its falr to not pursue a positive ABR,
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Jis i

and you get the choice , whether you want to take It on up
highery but I never had an opportunity to follow It up ke I
wauld have |iked to, because I was Interrupted in almost every
one of these cases, right in the process of their care™.
Stemmer was then asked what his first line waulid have been In
clarification of his differential diagnoses. Stemmer: I was’'nt
able to get differtial clarification, thats why I wanted him seen

hy an otologist that I felt would be able to take over with mare g
knowledge and more understanding because I am not an oatolaglist™.» T
Wy acked Stemmer why, if he thought there could be omer‘é";%c
causes of the abnormal ABR such as metaballc, why he did’'nt referﬁiig
nim to such specialties which are available at LRNC. Stenmen:ﬁggg
**I probably wauld have been faul ted -an the same grounds, why dldhfﬁ ¥
you refer a patient if its not necessary and then I would have§§§§
pointed out, heres the reason why, but I would not have been§35 :
happy. nhot having an abnormal ABR fol lowed up™. Stemmer further 2.
stated that this was in the time frame of about when he wag;gi
scheduled to have his surgery and that "aince he took over the_;m'
patient I préesumed he was going tao follow up on it and at least 5%
see .the patient again, yet he makes the point that he doesn'tgéé'
even know what happened to the patlent, well I would not have éﬁi
left things Iike that, I would have certainly had #he secretary

try to followup on the patient™. IR, 2sked |f“ had
written a progress note on this patient. Stemmer: I don't
recall exactly what his note sald, but I think its in there and

he makes it clear that he did not make a followup appointment, he

saw the .patient, he examined the patient after I did, in other
wards it became -hls patlent but he did .nat make a followup

appointment and I was not aware of that, he did'nt make it clear
to me what he was going to be doing with that--patient,.:he Just
‘made it clear to me that,me thought I djd’'nt know what I was
doing™. : T g C e ~ ‘ *
, Stemmer was then asked by e+ when he first noticed
problems with his vislon. ~ Stemmer: "I really don’t know, I don't
have that documentatlon with me but it did go through EEIERPgSts
and the chain of command, it probably dates back to maybe k or 8
months of frequent glasses changes, the last two examinations
‘were , notable by rather sudden changes in my vision after which I

..

S 2

saw the opthalmologist, not just the optometrist, that is when he’

came up with the diagnosis of cataracts. "My problem with the
sugar,was first recognized when I had my surgery with an abnormal
pre-ap finding whlch the aneathesiologist felt was nat =0 bad as
to interrupt my surgery but he suggested that I fpllow it up and
sa the opthalmologist also noted that one cf the things that can
effect rapld vision changes la dlabetes and so he was think!ing
about that too.™ cemPooa st 'L don’t know exactly when this
occurred but with you dolng fine wark |n surgery and knowlng you
might have a visual problem, why didn’t you take some action
early on”. Stemmer: I was beginning to be concerned about my
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AEMLA-QA Summary Record of Credénfials Heéring_ 18 January Lqﬁs

vialon, - especlally when |t was mentioned tao me that |t ﬁad
changed very suddenly, and I believe that patient was one, in
‘terms of temparal relationshlps, was seen right after that and I
da have it as ane of my cases and I have made it clear here that
that was perhaps a factor In *aylng that we were not

communicating because that particular case caught me completely .

off guard and I'm sure I was baffled to the point where Indeed
this was the firat impression that maybe I did miss it and maybe
it did effect my clinical judgement, 8o thats the flrst time I
really .came to a.conclusion that I really needed to have  these
things checked, then of course, I brought my diabetes up to

XD nd L

e then quer ied Stemmer regarding the O cac:

{discussed earlier also}, the child with Downs Syndrome, who had
recurrent ear infections and failure of PE Tubes two times,
"during surgery vyou identified enlarged adenoid tissue, -the
general concensus sems to be that you should have removed the
adencids, why did'nt you?” Stemmer referred to TAB @, and his
Exhibit D-k, “the patient was dlfficult to examine due-to Downs
Syndrome, had negative naso-pharangeal x-rays as repcrted by her
pediatrician, I could not say to the mother to forget about the
ears and just do the tonsils ac GINMENEEEy would have led you to
believe, so she did not have any clinical.findings that strictly
pointed to the adenoids prior to her surgery, even “though” I
routlnely always get permits for all of these things: however ,
thHe  mother was already very disturbed, and I could understand
because here I was talklng about sinusitis as the under.lying
cause ‘that could peossibly have been missed, even by the
Corr’mander1 here she is, a personal friend of the Commander and
I'm not about to start talking about doing a totally different
procedure than what the Commander referred her to me for and so
I did°'nt get .a specific permit from the mother tg do an
adenoldectomy without anything specific.I could palnt to, like
the x-rays of the slinuses, the mother understood:; second, the

consul tant focused on the term ‘hypertrophy of the tonslls’ when-

I said in my op note ‘inflamed’ sa this was almost an acute
inflamation of the adenaids I saw when I did the routine exam
that I often do at the time of’ surgery, the patlents gsleep and I
can -easily look at the nasal pharynx™. “TNEE T “So. at the
time you did the exam during surgery,. you fcund tne adenocids were
hypertophyed and inflamed and you felt she would have needed an
adenoidectomy?”™ Stemmer: “"Thats correct and I made it clear .to

the mother afterwards., that this was a new flnding of mine, that:

the adenoids are a problem, I'm even worried that the grafts may
not take and that you have to consider an adencidectomy first™.
‘ *Would., there have been an Indicaticon aof doing an
adenoidectomy at that same operatlon’" Stemmer: “There are 2 lot
of doctors that believe that.once you've done a gqaft. which is
what I did, -then in the face of xnflamat|on of the adenoids, you
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AEMLA-QA Summary Record of Credentials Hearing - L8 January L9195

don't want to complicate it and make it less likely that the

graft will take and so I did’'nt feal] I wanted to stir up that:

inflamation and . compromise the graft.

Mdeclared a short break at 1843 hours. - The hearing
was calle ack to order at L&W8 ‘haurss

Stemmer again asked that the Hearing Committee read his
documentation in TAB @ completely and consider It ser laously
before reaching a conclusion and then once you've reached a

conclusian, read the flirat four pages aone mare time and look at

_the conclusion in the light of what you’'ve read. The hearing
discusslen then returned to the issue of the the adncids that wes
beinga discwssed prior to the break. Stemmer indicated that he
felt ~the inflamation on the adnoids may well subside. Stemmer -
aleo indicated that ¢ESNNSEEEEy: in her testimony. did nat make
clear that Stemmer only saw the patient two times in followup
after surgery. Stemmer further indicated his only seeing the

patient two times after surgery was due to the mother’s belief
that problems occurred after surgery., &ven though the hearing
improved, and he felt that was due to the audiolagist misleading
the mother into thinking further problems were the result of the

surgery. . . » asked Stemmer about his precperative
dlagnoslis  and if he was thilnking .-about possible adenoid
involvement and Stemmer replied that he “was thinking _about It
and that is why I wanted to locok . at them™. Stemmer !

“Pregperatively I though it was right ethmoid problem, In surgery
I looked at left ethmoid and did a biopsy which was dlictated as
normal mucosa: in the OR I felt the need to lcok at the ethmoids.
I focused on the. left where there was a posltive x-ray report and
did a biaopsy on both™. 5 then asked how he examined the
right ethmoid, Stemmer: “With the endoscope™ . ey, “what are
you locking for?” Stemmer: ““Edema, Infection, etc”. Xy
**Can you determine the extent of ethmoid dlsease .by looking with
an endoscope?” Stemmer: "No, I can tell if there is a need to
blapsy™. &> ~Did you do just a blapsy?” Stemmer: "No, I
got up to get a good lcok...to see if there was a major probiem”.
; *And you thought the patient had chronic ethmoidlitis?™
Stemmer: “Yes, since they happened toO ook reasonably naormal in
surgery’. % w Even though you pel ieved there was chronic
disease, you did no corrective surgery?” StemmerimYesa™.

At this point, ¢S
members were asked if they had any additional questions of LTC
Stemmer. There were none and LTC Stemmer was offered the
opportunity to make his summary statement to the Committee.
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LTC Stemmer again asked ‘the committee to review hls,'

documentary evidence, particularly the firat four pages .and In
pgrtlicular~ paragraphs 1L and L2 of those four pages. LTC
Stemmer ¢ indicated that the AR talks abaout a seperate committee
from the Credentlials Committee to do hearings. ~"and I know you're
thinking in terms of you being the Credentials Committee, but
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AEMLA-dA Summary Record of Credentials Hearing 18 January 19495

“r

that is not why the AR has you here, the AR has you here as a
Hear ing Committee, and the Hearing Committee. is -to report a
seperate viewpoint to the Commander giving two views so that he
sees both sides. SO I'm asking you to look upaon what you ‘re doing
in that light, and consider the last two paragraphs of my firat
- four pages of TAB @, and that you consider the importance of
counter -balancing vyour firat recommendation in the role of
Credentials Committee, try to give the Commander as much as vyou
can of my views that you feel are supported: “thats why I ask you
to go through the whaole thing one more time: and recognize that @
any doctor, and I don"t hold it agalnst‘or any of the
other doctors that I dealt with, but any doctor that is aIreaJy-
influenced by things that have gone on in the hospital, by things
that were said, innuendos, etc, and I think m’ can suppory 4
me on-that. and that Cilfupspems ran to EEEENNEENE cven after I wad &
Chief, she was here a few weeks in transit, and "said the whol$
service is going to go to hell, g0 on and so on, the fact Is thaggé
she . was very, very clearly biased against me, and I gave youd .
reasons why in my documents, and I can understand how that could nel
carry. on’ to EEEEEES and how that would be transmitted, { f o ts
directly, certainly. Indlrectly by varlous people, transm:tted I
believe also to (N c Is even renting the:-
place that iERNEamp rented before she left: there are lots and
lots of undertones here and for you to come to a caonclusion
the cases here that mainly have been directed at my methods I
used when I-was under tremendous amcunts of pressure to try to
tr iage when thats all the time we had, knowing ful! well that we
had ta come back and re-check patients, do more detalled
examlinations: those kinda-of things did effect my methads, those
are the kinds of things that are belng pointed at_here: there are
really only two compllications, not serious compllcatlons, we.] !
below some complication rates as high as 197 for some sinus
surgery, and my cases came through peer review that did invaolve,

in

N
rd
<

10‘3
i

on part, my entire cllnical practice, because he did
naot llmit It to those cases being reviewed, he has addressed
JGases that go way back years and years that I am now asked . to
recall details on: the fact of the matter is that that type of

‘thing, really in terms of methods, needs tc be looked at in that
light: and flnally1 I do apprec:ate you taking the time to review
my documentation and. to hear me.. Stemrmer indicated that he has
no other tes«mony to present.

i asked Stemmer |f he had any witnesses he wished to

catll and present. Stemmer stated he had none, that everythling
was in his documentation entered as TAB @. Stemmer: I have
several letters in my package, not Juat from G ; but ather

doctors which substantlate bias from the otolaryngologlst, I want
to clarify that this is not all my idea, this is the ldea of at
least 3 or 4 other doctors and that should be taken into account
and because EEEE Twewm o o far away. 1 can’t have him here.

LTC Stemmer was again advised that these proceedings are
, confidential in nature and disclosure of information discussed at
‘the hearing to third parties subjects the witness to penalties
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' under federal 1aw. advised L1C Stemmer that the

Hear ing Committee will consider the evidence presented taoday 3gnpd
make findings and recommendations to the Corrmander LRMC: the
findings and recommendations wll| become part of the hearlng
record, which will caontain a summary record of the proceedings
and the documentary evidence. The hearing record aleng with the

findings and recommendations will be forwarded to WG
SEER, Commander LRMC, after review for tegal sufficiency, for

his decision; the findings and recommendations of this Hearing
Committee are not binding on AENENNEEEY - G, 2cvised LTC
Stemmer -that a copy of the findings and recommendations wili ~ be
forwarded to him along with the Commander’s decision. LTC
Stemmer was then dismissed fram the hearnng raom, -

The Hearing Committee went into closed session at L‘iO‘l hours .

to deliberate the evidence and testimony. After some time ‘In _“é‘

~deliberation, the Committee decided to adjourn deliberatlons tos B

allow each member to review LTC Stemmer’'s sritten documentary%&ao

evidence completely wand . .in "detail,. priorse to reaching any a8

conclusiaons and agreeing, on any recommendations. Thegqug'z-
deliberations wereadjourned and will resume on Tuesday. January =3
L7th at 0700 hours, after all membera have had an opportunity to 8?‘3
review the contents of TAB @ in detail. gg
Del iberatigna .in closed session resumed at 0700 hours en L7 3_05
January 1995 and were concluded at 081S. Findings., caonclusions E;f;
and recommendationg were reached £nd wil.l, be communicated to the
Commander LRMC by ..written document after review for legal 4'?:;3
sufficiency. : ‘ ég
&S

Disclosure carries

Encl: as

coL, NC .
Chairman, Hearing Committee

LR AN
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DEPARTMENT OF THE ARMY
LANDSTUHL REGIONAL MEDICAL CENTER
CMR 402 .
AP0 AE 09la0

AEMLA-DCCS : - " 20 December 1994

MEMORANDUM FOR  LTC August Stemmer. nc. I

SUBJECT: Notification ofACredentiais‘Hearing

L. 'The LRMC Credentials Committee, sitting in the capacity of a
Hear ing Committee, will be convened. as you requested, to conduct
a hearing concerning the revocation of your clinical privileges

to practice medicine at Landstuhi Regional Medical Center.

c. Your clinical privileges have been revoked as a result of
allegations of inappropriate. clinical practice. - Documentation
regarding these allegations have been  provided to vyou and for
which you signed a receipt on 15 November 1994,

3. Your request for a delay of approximately six {b} weeks for
yvyour schedu.led hear ing has been considered and denied. However,
a deltay of one {1} week has been granted. The committee has re-
scheduled vyour hearing to be held at 0900 hours on 13 January

1995 in the DCCS Conference Room., building 37kk. You have the
right to be present, to present evidence and call witnesses in
your behalf, cross examine :witnesses called by .the Hearing
Committee, to consult legal counsel, and to be advised by legal
counsel at the hearing. It will be vyour responsibility to
arrange for the presence of any witnesses you desire. As a
military member. vyou are entitled to consultation with vyour
legal assistance office but cannot be represented by millitary
counsel. Miltitary counsel can be consul ted at the
Kaiserslautern Law Center, Kleber Kaserne. Civiltian counsel
retained by you will be at no expense to the government, While
-such representatives may attend the hearing and advise you during
the hearling, these representatives will not be alilowed to
participate dlrectly in the hearing and/or speak on your behal f
at the hearlng. ~ '

' a. Failure to appear at the hearing, absent good cause,
constltutea walver of a hearing and appeal rights.

b. The time and date of the hearing may be changed by the
Chair of the Hearing Committee upon written request, if based on
good cause, and if such written request is delivered to the Chair

of the (redentials Committee within five {5} days after your

acknowiedgement of receipt of this notification.
4. The Hearing Committee will call the following witnesses:

ne, Chfaf;.Otolaryngology Servicé. LRNMC

PIiCS

[T
—
[1N]
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AEMLA-DCCS Resceduled Hearing Notification .20 December L99Y

b. - MC, Staff Otolaryngologist., LRHC

- _ MC, 8kth Medical Graup or a cl‘lnlc_al
representative : '

d .

PAMC ., General Pediatric Service, LRNMC

5. This hearing will  be conducted in accordance with the
provisions of AR 40-L8, paragraph 4-9. A

coL, nC

Chairman
CF: Hearing Committee Members ¢-=1ity Assurance Decument
| ' 1y ©SC 1162, Unauthord
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 DEPARTHMENT OF THE ARNY
LANDSTUHL REGIONAL MEDICAL CENTER
" CMR 402
APO AE 09180

AEMLAZENT -~ ‘ Date: 27 19-14 97

HEMORANDUM FOR - Chair, LRMC Credentials Committee

!

,SUBJﬁCT: .Receibt of Notification of Re-scheduled Credentials
Hear ing - . : )

I heEeby acknowledge receipt of the subject memor andum, dated el
December 1994, of re-scheduled credentials hearing.

.‘ﬁ;-'}?-. : :

L

_ : 3 - ‘
Date Reéeived:Jégf:d:;%g;_égiéf; {'sT STEMMER

LTC, HC :

J—
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DEPARTMENT OF THE ARMY
LANDSTUHL REGIONAL MEDICAL CENTER
: . (MR ugQe
APO AE 09180
AEMLA-QA ' : _ , 2l December L199Y4
MEMORANDUM FOR The Record...

SUBJECT: LTC Stemmer Hearing Re-schedul ing. Notification

L. Response to the request from LTC Stemmer to delay hisg hearing

was prepared IAU the decision of  the Chairman, Credentials
Hear ing Committee. Attempts made toO ensure timely notification

of LTC Stemmer of the changed hearing date were made as fol lows:

a. Checked DCCS 0Office copy of DA Form 31, Leave Request.,
leave address was listed as ""Holiday Inn, Rome™, without phone
number or address. : ' '

b. Contacted LRHC Personnel O0ffice to see if sign-odt copy
of }eave request had a phane number .. .none was listed '

c. Contacted European Central Reservation Center for Hol iday
Inn Corporation {0130-5&78} where I obtained the phone and FAX
numbers for the three Hol iday Inn hotels in Rome.

d, Called all three Hol iday Inn hotels in Rome, «querled if
LTC Stemmer was registered or if he had reservations. In aill
three cases., the clerks indicated they checked thelr computer
system for current registration or pending reservations. None of
the hotels indicted they had a current registrant or a pending
reservation for LTC Stemmer. ) :

e. Called LTC Stemmer and left message on recorder
indicating date and time 6f re-scheduled hearing {this call was
made by

§, It should also be noted that—lled LTC Stemmer

at home on tuesday. - 20 December L9994,  to advise hime of hear ing

re-scheduling. He did not answer and COL il 'eft 2 mesage On
recorder that LTC Stemmer should contact either the undersigned
or ASAP. As of this date. LTC Stemmer has not
' responded. :

TRUE CERTIE(ED COFIES
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DEPARTMENT OF THE ARMY - .
LANDSTUHL REGIONAL MEDICAL CENTER
CHMR 408
APO AE 09180

AEMLA-DCCS : » 1b December 1994

HEMORANDUM FOR  LTC August Stemmer. n¢. G

SUBJECT: Notification of Credentials Hearing

L. The LRMC Credentials Committee. sitting in the capacity of a

Hear ing Committee, will be convened, as you requested., to conduct
a hearing concerning the revocation of your clinical privileges

to practice medicine at Landstuhl Regional Medical Center.

2. Your clinical privileges have been revoked as a result of
allegations of inappropriate clinical practice. Documentation
regarding these allegations have been provided to you and for
which you signed a receipt on 15 November 199y,

3. The committee will hold a hearing at 0900 hours on E January
1995 in the DCCS Conference Room, builiding 37kk. You have the
right to be present, to present evidence and call witnesses in -

your beha!lf, cross examine "witnesses called by the Hearing
Committee, to consult legal counsel, and to be advised by legal
caounsel at the hearing. It will be your responslibility to
arrange for the presence of any witnesses ‘you desire. As a
military member, Yyou are entlitled to consultation with your
- legal- assistance office but cannaot be. represented by military
counsel. Military  counsel can be consul ted at the
Kaisersiautern Law Center, Kleber Kaserne. Civilian counsel
retained by you will be at no expense to the government. WUhile
- .guch representatives may attend the hearing and advise you during
the hearing. -these representatives will not be allowed to
participate direct!y in the hear ing and/or speak on your behal f

at the hearing.
‘ .

a. Failure to appear at the hearing. absent good cause,
constltutes walver of a hearing and appeal rights. :

b. The ¢time and date of the hearing may be changed by the
Chair of the Hearing Committee upon written request, if based on
goodlcause. and if such written reguest lIs del ivered to the Chair
of the Credentials Committee within five {5} days after your
acknow!edgement of receipt of this notification.

4. The Hearing Conmittee will call the'fo]lowing witnesses:

a. _, MC, Chief, Qtolaryngology Service, LRMC

MC. Staff Otolaryngologist, LRHC

BY
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AEMLA-DCCS Not-ifigati.on of Credentials Hearing 1k December 1994

c. G . ckth Medical Group |
d. — NC, Chief General Pediatric Service, LRHC

S. This hearing will be conducted in accordance with the
provisions of AR 40-k8, paragraph 4-9. '

oL, MC
Chairman’

CF: Hearing Committee Members

12)
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AEMLA-ENT ' : ' /6 Decemper 1994

HEHORANDUH-FOR Chair, LRﬁC Credentials Committee

SUBJECT: Recelpt of Notnf:catlon of Credentnals Hearnng

I hereby acknowledge receipt of the subJect memorandum, dated lk
December 1994, of a credentials hear ing.

/%

Date Received:/2£41g~ 25;9 _______ AUGUST STEMHER

LTC. HC

BT ' Z7
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ATN_A o . S nslzezee L3S
MEMABANIUY FLR O LTC f.auz: fresmee. 2. SENETTREE
TUBJECT: Notice of Revocation aof Clinicatl Priviieges
. : v

1. On 13 October 1994, the LRMC Credentials Committee met to
review vyour clinical privileges in Otolaryngology Surgery ang
Maxilio-Faciai Surgery. The Committee ci1ted numerous allegat:ons
of Inaporopri.ate c:inical practice in it's cgnsi.geration of the
n2ed T Take action regardirg your C€.ifiica.  Eriviieges, Yeur
privileges .were held 1n apeyance while a med.cal evaiuvation was
per formed on you anda the fina:ings were reviewed oy tne  LPIC A
Hoc Impairea Provides Comm.ttee regarding any -moa-rmenis 2IRas

z-s'z2 T-2 2. % 3=

may ~ave an e2¢€facsT 2r your aTi.:ity =T e«
' .

p-:vileges ycu neoita at LRMC.

2. 0n 3L October L1994, the LRMC Crecentials Committes aga:n met
in spec:al sessicon to review the findings ang recommendatxons Of

- the Adg Hee Impaired Provider Committee ang to. maxe
reconnmndatxon: tc me regard:ng tne dnspos:tnon of your cJ:n:can:
or:vnleges at RHC . X K S

3. I have carefullym"Féviewéd the Credentials Committee’s
recommendations and have decided to revoke al! your clrnical
privileges at LRNC. '

Y. Under the provisions of AR 40-L8, paragrazh 4Y4-H9e. you hrave a
right to a hearing before a hearing committee. You have ten {12}
duty days from the date of this letter to provide written
notification to the Chairperson, Credentials Committee, of your
desire for a hearing. Failure to request a hearing or failure to
appear at the hearing., absent goocd cause. constitutes a waiver of
a hearing ana appeal rights. A waiver of a nearing and appeai
rights may result 1n a report to the National Practitioner Qata
Bank {NPDB}, as determined by the US Army Surgeon general. e

BY S
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S. In .th nnteres* of véL}J
sirested the SIIT tc ensure
Sva. .37 an :: RS . .S2 & 2InTr
nd & cormoiete re.rogsyen

"oassible time. Further evaiuation @oes nct cnange. aiter
delay the above noted priviiege action to incluge-your right to a =
hear ing. PRI TEY A :

CF: Credentials File
Chair, Credentials Committee COL, MC -
Chief, Decartment of Surgery Command.ng

. BY
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MEFGRANDUM FOR  DCCS

SUBLECT: Jtatus of C.imical priviieaes

~ feference .etter AZNLA, cates £ “o.evoer -S54, o
Status of Cririca. oraiviiegss,
2. Receipt is acknowledged this date of the abave references

letter. I understand the content of tne €ommander’'s decision ana
am advised that should I decide to request a hearing, I have ‘ten
{10} duty days from the date of my acknowledgement in which to
provide written notice of a request for a hear ing to ‘the
Chairperson, Credentials Commlttee. LRMC., 1n accoaordance with the .

‘provisions of AR 40-k&. "

-Date Ackncw!eaged.

2 Ypor 74

e

- e
”PL_T_RnﬂEC- GPIES

/ o e
! e

. e
e m—— T

m
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‘SUBJECT: Recommendation. . an Pri i leging Action. .LTC.August._
Stemmer . HC,* , : :

L. The LRMC Credentials Committee met in special session at 1200
hours on 31 October 1994 to review and act upon the findings,
recommendations and comments of the LRMC Ad Hoc Impairsd Provider
Sub-Committee {IPCYH. The IPC was asked by the Crecent:ials
Committee on .- 12 Qctcber 1994 to review the findin ¥ wvarious
ciinical evaluations on LTC Stemmer and to make mmencat:ons
regarding his avdiiity ta ma:ntain cl.nical privileg refation
o anv ohysical or mentai mmoairment wn:ch he mav nhave 1ncurraa,
Tne <€recernt:a's Comm:ttee on 13 Octover LS4 reviswel ev.gencs
from the Chief of Otolaryngoiogy at LRMC anc the <Jonsultant o
the Surgean general cf Thne Army in 0Otoiaryngalogy wnich indicatec
Aumerous shartcoemings n LTC Stemmer’'s ab:liity to practice .his
specialty. ’ : )

.=
5=
i

ANDU N

N
v 1D D0
th o w
0

-
e

c. "The LRMC Credehtials Committee votéd by a simpie majority of
eight {8} vyes and one {L} no. to make the fotlowing
recommendation ts the Cemmander LRAMC!

That you take action to permanently revoke al! ciinical
or1viieges heid oy LTC August Stemmer. ¢, GNP --: to
proceed with Turther ciinical evaluat:on, spec:f:ca. v, cenlrast
MRI, cphthaimoclogic evaluation., &and comp:ete NeurI0sychiatr:c
evaluation {at Watter Reec AMCI}.” ' '

.

Enct:

v

L. Minutes of Special Chairman
Credentials Committee
Meeting, 31 Q0ct 94, with
Epclosures : o - e

: CONFIDENTIAL @A DCCUMENT
DISCLOSURE PROHIBITED IAW TITLE 10 v.3.C.,, SECTION LlO2{b}
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JEPARTMENT OF THE ARNMY
CANDSTURL RESIONAL “ZDICAL CENTEZS
CMR =02
AP0 AE 09iéa0
AEMLA-ZA : IL Jzztzzer LSRu
MEMORANDUM FOR  Lommander, cancstuni Segicnai YMec.zai Zewtar

.SUBJECT Hinutés of Soec?@l}Credéntféps'Coﬁm;féeé Meeting.
3L October L1l994.

L. IA¥ AR 40-BB, a special meeting of the LRMC C(redentials
~Committee was convened at 11585 hours on 31 Qctober 1994. The
purpose of the meeting was to consider the findings = and

recommendations of the LRMC Ad doc Impairecd Frovicer Sub-
. Committee regarding the clinical porivileges of LTC August Stemmer.

This committee, at it's meeting on 13 Octoder 1994, tabiea
making a decision on a recommendat:on to the Conmmancer regarcing
tne privilege status of LTC Stemmer pending med:za: eva:iuat:on

and recommenaatien from the Impaired Provider Sup-Committese.
Consideration of the privilege atatus of LTC Stemmer’'s pravileges
at the L3 October LS94 meeting was as a result of an sinvestigatian
into his abillity to practice appropriately. '

€. Attendance was noted and a quorum was present:

a. Standing membership present!

oL, MC Chairman
, MC Memoer

3 CoL, MC ' Member
oL, MC : Memps-.
CoL, MC Member

N, CoL. MC Member
TC, MC ) Member
TC, nC N Member

LTC, nC HembebeCii&?Egccpgs
b. Others préséﬁff' ' BY ‘
. * J
Mc Chairman, Impaired
Recorder

3. Privileging Actions Considered: This meeting was 10 consider
the findings and recommendations of the LRMC Ad Foc Impaired

Provider Sub-Cammittee and to make recommendaticnas to the

Commander regarding the privilege status of LTC August Stemmer,

CONFIDENTIAL @A DOCUMENT
DISCLOSURE FPROHIBITED IAW TITLE 10 u.S.C., SECTION LLE2{b:
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S a. LTC Stemmer's <ciin:ical oriviieges 1n Otolaryngalogy-
Maxi1iio Tacial Surgery, Categorv IV, were oiaced :.n apeyance by
tne LRMC Deou’v Commander for (Ci:n:ical Serv:ces on Lé October
LES% AT AR -58., =czaragrapn “-%z2i, Tne {reagent:airs {ommicttes
recomrmenass uu' 13 Odctoper 1994  tnat LTC Stermer s ciinica: -

oriviieges be kept .N abevance Wi ie Severa: mecical &va.uations

were campleted and evaluated .by.the Ad Hoc Impaired.Provider. Sub-.

Committee. 0n 25 October L1994, the C(ommander extended the
abeyance period for LY cays while the Impaired Praovider Committee
evaluated LTC Stemmer s case and prepared recommencdations for the
Credentials Committee.

, BN Cha i rperson of the Ad Hoc Impaired Provider Sub-
Comm: ttee, presented the written report of finaings and
recommendations along with copies of ail medicai gvaltuation
consults coampieted on LTC Stemmer. These consults were from the
Neurotogy Service, Internal lMedicine . Service, and - Psychiatry
Service to include Neurgopsychologica!l evaluation. (ENEENg then
presented a verbal summary of the overall Impaired Prov:der
committee findings and recommendations. (I ndicated that
the full Impaired Provider Sub-Committee membership interviewed
LTC Stemmer. He alsoc noted that there was absalutely no evidence
of alcohol, drug or any other substance abuse and " that there
appears to be na clear psychiatric disorder  present. He
summar ized the Sub-Committee recommendation that LTC Stemmer’s
clinical privileges be placed i1n suspension until further, more
sophisticated neuropsychological evaluations were acccmp!l ished at
Walter Reed Medical C(Center. These are tests that are hnot
available at LRMC -at this time. It was also noteg that the
Internal Medicine consult revealec new aonset o* diabetes.

c.} Committee mempbers were offered the cpportunity TS Suestion

[ . Y " Severa! qQquestions were posed SuUrraunaing the
possibiiity of organic disease. presence in LTC Stemmer and the

possibility for rehaonnltatlon and return to full unrestricted
practice, with or'without pathologic findings. The foliowing
responses were articulated by ;

{1} There is wevidence that LTC Stemmer tends not tao be
willing to accept criticism and recognize any shaortcomings or the
fact that he may need to change his practice:

12} Tnere s reason to betlieve there is some degree of
organic . impairment, the degree of which cannot be determined
without more Zctailed testing. Central nervaous system jmpairment
of an organ:s nature cannot be absolutely ruled out at this point
in time. In response to specific auestioning, DI - 2=
that it i1s uniikely that, regardiess of final clinical diagnoses,
there 15 a -reatment that would result i1n LTC Stemmer ever . being
able to practice medicine in hia specialty:

CONFIDENTIAL WA [DOCUMENT A
DISCLOSLRE PROHIBITED IAU TITLE 10 U.S.C., SECTION 1i32{5}
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{3} NOT&d I1n resconsSe to a GQuUESTION. TRat trRe Ce-z-~a;::cy
testing 1S 1n scme ways ndicitive of & Nnarciss.stic cerssnas - Ty
rnowever ., ThiE canrct be determ:n2a cefiniterly Qua to -2  zsg of
& avaiiasie Qeta 22 nistory from coss. gs =soreces. | < z S22
rcne the :&ss surfaces in la.gnt of  WTC Stermer’s tencancy IS
aiwavs oS-egzant naims2if witnaot facit anS TS zZroject tz_.7 for
errors onto others. His probaple organic |imitations are !ikeiy
effecting his ™ feedtack loap™. Even :f specific etiociogy is
founc, 1t is not iikely to ba reversible to the extent trat his
practice wauld Ii1keiy improve. There i1s littie doubt <that LTC
Stemmer nas not kept current in his specialty, however, it s
felt that with his personality traits, he would likely refuse
.to accept entry- into a retraining program.

d. GENNERENEA -::tcc he wantec (T known that, for the rzzorc.
it 1s aliegec that the icent:ifying r.gnt anc !'eft mar<ers on 1tne
S:1NUS x-rays were reversed 1fi ane cass gresanteaq .n tne soec.al
credentials meeting on LI Octooder 15°94. GHEENER - :her
Dointea out TNat this in no way changea tne -cpihign  trat  tne
stangarag of care was not met by LTC Stemmer - 1n aperating arn thne
wrong side. This issue should be addressed as a seperate 1Ssue

in peer review in the Radioclogy Department.

e. GEENENEEER. in closing remarks as (nairperson cf the
Impaired Provider Comm:ttee, indicated that it would be good
medical practice to do additional clinical evaluations on LTC
Stemmer to include a contrast MRI, Ophtnhaimolagical evaluation for
cataracts., and sophisticated neuropsychiatric testing currentiy
not avaiiable here. These tests wou:ad nReip to rule out the
possibitity of fronta: !oce tumor., micrcvescular disease, angd to
confirm presence of a cataract condition ana the requirement for
corrective surgery. i7C Stemmer indicatea he was ceveicDing.
gatarcts, however this has not been ciin:icaiiy confirmea, The
question was raised on the passibility of further clinica! workup
identifying socme specific arganic precbliem ar other sign:ificant
health care 1ssue, tne possibility of treatment and what effect
that might have an LTC Stemmer s abi! ety to gractice.
stated that it 18 unlikely that the resulits of further studies
and subsequent treatment would result in a recommendation that LTC
Stemmer would have his privileges restored. Further tests may
only confirm an organic disease process which would |ikely result
in medical board action. ‘It was noted that medical board action,
if indicated, would take place regardless  of LTC Stemmer’s
privileges status, ' ' ' '

f. There being no furtner questions for EENEEENGR o™ the

members, he was excused from the meeting. Disclission among the
members took place regarding and clarifying the Zmpaired Provider
Committee recommendations, particularly 1n tne need for more

medical evaltluation of LTC Stemmer.
CONFIDENTIAL WA DOCUMENT
DISCLOSURE PROHIBITED IAW TITLE 10 U.S.C., SECTION Ligdc{iz?
3

jes $3000 Fine

TRUE CERTIFIE

OPIES

BY



AZNM_A-3A minutes Soeciai (-sgeértiais Meet mnz | IL fztcoer LS54

Ootions for a recommendaticn IAl AR U0-LA wers z-n:z ~2d t2 tne
comm: ttee members, tc 1nciuvce - total restoratisn of priviiegas,
susoesion of priviieges noT o exceed &0 davs imitation
irestr-ction} cf privileges. ang revoceatian of =- £z, = In
dej iberations, the comm:Ttee mempbers aisg <scAs.derea The
finaings of tne :invest:izat:cn :nto LTC Stermer e crzeoc.ce wnioh
were presented at the 13 October L99Y (Credentials Meeting as well -
as the recammengations of tne Impairea Provider sub-ccmysittee,

q. A motion was made and seconded to "Suspend the clinical
privileges of LTC ‘Stemmer not te exceed k0 days, and to order
fur ther clinical evaluation, specifically, contrast MRI.
ophthalmologic evaluaticn, and complete neurgopsychilatric
evaluation {at UWalter Reed AMC}™. This motion was vozed an by
secret *ballor with the follownna resul ts:

Yes: 2: No: 7: Motion faiied by simpie majar.izc,.
' _ LR o
h. A moticn was made and seconaced to "Revoke the clinical

privileges of LTC Stemmer and to proceed with further clinical
evaluation., specifically, contrast MRI, ophthalmologic evaluation,
and complete neuropsychiatric evaluation {at Walter Reed AMC3}™".
thia mQtion was voted an by secret ballot with the fellowing
results?” e :

Yes: B8: No: 1: Motion carried by simple majcrity.

Y. There being no further business for thls special session, the
meeting was adjourned at 1320 hours. :

@

5
(Y

_ﬂ&’f;::;veixnﬁw e e e,
coL, MC

Hserrrove Commanding

Enci: Report of Impaired Provider
Committee w/associated Consults

"CONFIDENTIAL @A DOCUMENT
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SUBJECT: Minutes of Spec:ial Credent|a151Cbﬁﬁlt:éé'ﬁeernng.
L3 October 1994,

L. IAU AR U40-L&, a special meeting of the LRMC Credentials
Committee -was convened at 1k35 hours on L3 October 199y, The
ourpose of the meeting was to consiger the finaings and
recommendations of an |nve=txqatlon regarcing the c¢clinica!
privileges of LTC August Stemmer.

e-. Attendance was naoted and. a aquorum was oresent:

a. Standing membership present:

CoL, MC - Chairman
CoL, NMC Hember
oL, NMC Member

coL, MC ' Member
B COL, MC " . Hember
C. MC Member
MC MHember
LTC, HC Member
b.
Recorder
CoL. HC Otolaryngology Cons-
ultant to the Surgeon
General

LTC, NMC ‘ C. ENT Service

cl
Excused, TDY
3. Privileging Actions Considered: The privilege status of LTC
August Stemmer, - was the subject of consideration at

this meeting. TRUE CERTIFIZD C2F175
R NI e P

BY SN

I
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AZNLA-dA Minutes Special Crecentiais Meet.na 13 Octooer LS9
a. LTC Stemmer’s clinical privileges 1n Otolarvngclogy-
Maxiilo Facial Surgery, Category IV, were placed :n abeyance by
‘the LRMC Deputv Commander for Clinical Services an 12 October
L4984 IAY AR 40-m8. paragraoh 4-Sal. MC.,
Ccnsultant te the Surgeon Generai 1n ¢tolaryngolagy. was
requested to conducdt an informa! 2A investigatian inta the
clinical competence of . LTC Stemmer. ... COL  .Stambaugh was.
fortuitously in Germany conducting an anpual staff assistance
visit and was immediately available to conduct an investigation
and report his findings and recommendations to the LRMC

Credentials Committee. Gy rrovided a brief background
summary of LTC Stemmer ‘s practice since his ass:gnment to LRMC in
May 1991,

b. NI LRMC Chief of Ototarvngology Service,
and GEEEEENENEEEEEEEENN. Chicf of Ototaryngoiogy at UWalter

Reed Medical center and Consultant to the Surgeon General for
Otolaryngolaogy, provided copies of case reviews that have beer
accempl ished regarding LTC Stemmer s clinical practice s.nce his
assignment to LRMC aiong with other documents as faollows:

{1} TAB A: Letter from n‘:o LRMC DCCS dated 10 Oct
3y, . ‘ -

{2} TAB B: Summary of medical record review for clinical
pertinence, Jan - Jun 1994, ‘

{3} TAB C: < Letter to the LRMC Ccmmander., dated 13 October

{4} TAB D: | Cooles of LRMC Otoliaryngotogy Serv:ce internat

peer reviews of l4 cases o‘ LTC Stemmer "s patients.

{58} TAB E: Copy of_ memor andun for record, dated 28 Jduly
1993, from G 0C- Ora! & Maxiilofacial surgeon.

c. | RN, - icfed the committee membership briefly
regarding 8 cases of LTC Stemmer ‘s as summar i1zed in his letter
{Tab C}. He briefed in depth the 'case of patient

Committee members addressed variocus questions to (NN

discussion took pface., and ultimately QESEIGGGNEEEE V2< asked to
state his findings and recommendations. g indicated

that he had reviewed approximately lb medical records of patients
managed by LTC Stemmer along with many of the 0toiaryngology

Service internal reviews. He also noted that he saw two patients
with LTC Stemmer in consultation as well as conducted an in-depth
‘interview with LTC Stemmer regarding clinical knowledge and

cperative technique. _StafEd that he felt there was

TRUE CERTIFIED COFIES

CONFIDENTIAL @A DOCUMENTEY A g
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a consistant probiem with LTC Stemmer s knowledge and apol:ication
of current tecnnology :n the specrialty of otolaryngology. He
indicated he had grave concerns regarding LTC Stemmer’s api!ity '
ts ‘practice, In cne parcicutar.cass ne rAgicatea that  .TC
ltermer cemonstratec = casic fack of funcamentai kncwiedge of
S.iiuwsS  anatomy and sStructure, deal ing with ctolaryngoiogy
diagnosis and treatment of sinus disease. LTC Stemmer 's surgical
procedures seem to be quite outdated amd not in Kkeeping with
current day teaching. G, =ta2ted that LTC  Stemmer
demonstrates no evidence that he recagnizes his deficiencies and
has demonstrated no efforts to update his knowledge and skills,
SIS c ted that LTC Stemmer would require, as a minimum,
successful completion of one year in a formalized otolaryngology
training program:’ before he should hald praivileges in
otolaryngology-head and n&ck surgerv. “‘tECorrmendéc
that at the current time, ®TC Stemmer should not have privileges
to perform otolaryngology procedures in the operating room and
that there is a serious question whether he can manage patients
on an outpatient basis,

d. T, = fter verbally reVIewmg several cases managed

by LTC Stemmer, indicated that he strongly believes that LT¢C
Stemmer is incompetent to continue practicing his privileges in
otolaryngology-head & neck surgervy. He indicated that he has
seen a consistant pattern of inappropriate patient management,
poor decumentation, .surgical errors and poor Jjudgement.

@I stated that he has conducted 100/ chart review of  LTC
Stemmer s patients since arriving in July 1994 and that he is
hard pressed to find a-‘-single chart that documents everything

wel | and that indicates state-of-the-art clinical management,
AN nd icated that he was of the apinion that LTC Stemmer
is currently unfit to continue practice in either inpatient,
outpatient, or surgncal procedures. ) ‘

e. Committee ’?nembers questioned bothm and CEEA
. @S regarding their impressions regarding LTC Stemmer ‘s health
and if there may be“medical problems that could potentially be

Impacting on hig ability to practice medicine. CENENEEERer!igd
that there seema to be a pattern of non-comprefienslon -of

dlcussiona conducted with LTC Stemmer regarding his clinical
shortcominga. He Indlcated that he h&s repeatedtby r;evlewed a
case with him, pointing out certain. defictiencies on one day. and
within a few days, LTC Stemmer will be confraonted with a case
of similar circumstances and will make the =same errors in
judgement and case management as were discussed only a few days’
ear |l ier. CEFESEER stated that at times it seems as if there "is
no connection™ when conducting discussions with LTC Stemmer. He
indicated that this béhavior could*wel! be, at least in part., due

‘to some pathoiogic disarder. G cted that he is not

CONFIDENTIAL @A DOCUMENT :
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AEMLA-QA Minutes Special Credentials Meet:ng L3 Ocrtorer 2SS4

routinely working with LTC Stemmer and tnerefore does nat have
the day-to-day contact with him-to evaluate his éngoing behavior,

. wever did- indicate that ohysical problems cou:d
tndeed have an impact on a person’s abiiity to maxs J<Sgements
and decisions and indicated that a compiete meaical. ana menta!
evaluation wouid certainly be in order. G, as<:0 the
committee members if there were any maore questions for either G

GEEENNNa. o There were naone ana COL Yy excused

them from the meeting.
. . & .

f. KM, indicated that LTC Stemmer, when he was being

advised aof his privileges being placed in abeyance, stated that

she recentiy has been found 'to have an elevated bload sugar

for which he has been seeing an internist. Several
minutes of discussion took place among, 6 members regarding the.
possibility of physical  and/or mental discrders which could be

effecting LTC Stemmer ‘s ability to practice.

H, Committee memoers were briefed regarding the aptlons
available IAU AR 40-t8 in making recommendations to the Commander
foer privileging _acticn. Those options of formal oprivileging

action aPe as fol lFows:

a. Take no action to restrict {limit} or revoke existing

clinical privileges: e
. Ty b

b. Suspend existing clinical privileges:
o Y : :

c. Restrict {limit} existing clinical privileges: or

d. Revoke existing clinical privileges.
: * '

- The committee discussed these options and the associated
resulting implications. Much discussion centered around the need
to ensure that there is not a physicial or mental illness . that
may be in part or total, a factor in LTC Stemnmer’'s alleged
uhsatisfactory clinical performance. ‘ o

. S a X
E. A motion was formally presented for vote as follows: 5
. : . >

L

“That LTC Stemmer’s clinical privileges remain in abeyance: =

that immediate evaluations {consults} be initiated to have LTC;;iF
Stemmer evaluated by Internal Medicine Service, Neurology Servicel:
and Psychiatry Service; that the resulits of such specialtyg
consultations be provided to the LRMC Ad Hoc Impaired Provider
Sub-Committee NLT 20 October L99Y4: that the LRMC Impairedé
Provider SUb-Conmiéfee, after appropriate evaluation, make ant
expeditious recommendation to the LRMC C(redentials Committee

¥
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Ce . ' 8
s Eight. {8} *votes to approve the motiony
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> .
8. The DCCS w

% :
ill initiate the required specialty consults.

There being no further business, the meeting was adjourned at
L840 hours. '
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10 October 1994

MEMORANDUM THRU: C, DEPT. OF SURGERY
TO: DCCS

SUBJECT: Clinical Privileges of Dr. August Stemmer

1. Multiple patient records have been reviewed after concerns about the delivery of
otolaryngological care by Dr. Stemmer was brought to my attention. All of these cases are new
cases which have surfaced within the preceding 30 days. Those cases not discovered by me during
routine patient care or routine chart review were presented unsolicited by other health care
providers. After careful review of these records it has been determined that the care delivered by
Dr. Stemmer is below the acceptable standard. '
2. The types of patient problems involved and called to question encompass the entire scope of
the specialty and are to numerous to elaborate here. Specific examples are included and can be
discussed in further detail upon request. ' '

3. Several cases involve potential risk management issues and - will be addressed separately in the

ENT Service QA meetings as well. The most significant case involves an operation performed on

the wrong side after which the patient developed a complication and several similar complications
from that same type procedure have been noted. ' '

4. Serious concerns.exist about Dr. Stemrher's ability to take a patient problem and formulate an
organized, systematic, logical care plan leading towards a workable diagnosis and treatment.
Additionally his documentation continues to be extremely poor often times not including a
physical examination as part of the evaluation. ‘

5. It is my recommendation as Chief of the Otolaryngology Service and as the Otolaryngology
Consultant to Europe that Dr. Stemmer’s clinical privileges be restricted until this matter can be
fully evaluated. - :

—Otolaryngolegy SVC
Landstuhl Regional Medical Center

guality Assuranca Document
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MEMORANDUM FOR COMMANDER, LANDSTUHL ARMY REGIONAL MEDICAL CENTER
THRU: Chairman, Credentials Committee, Landstuhl Army Reg Med Ctr

Subject: Clinical Performance of LTC August Stemmer _
. . ) . wg’v s ,{ﬁ

1. As the Consultant to the Surgeon General in Otolaryngology-

Head and Neck Surgeryx¥;§itigg in Germany, I have been asked to

render and opinion and recommend action on the clinical performance

status of LTC A. Stemmer. Several cases managed by Dr. Stemmer

" have beeén reviewed. ‘I have first-hand knowledge of-two patients . ..

seen by both Dr. Stemmer and myself on Tuesday, 11 October. I have
had the opportunity to discuss sinus surgery with Dr. Stemmer. I
have met with the Chief of Otolaryngology, LARMC, s o
presented several cases to me. ‘

2. ‘Thére ate many concerns that come to my mind reference Dr. .
Stemmer’s practice capabilities. It is difficulat to state whether
Dr. Stemmer is just behind times (i.e. has not ‘kept up with
developments). or refuses to acknowledge his dificiencies. In
either case it appears at least in the cases reviewed by me, that
Dr. '‘Stemmer’s performance ¢is substandard in some and possibly
unacceptable in others., The following eight cases are illustrative
of his performance: -

a. &% sought help for sinus congestion. This patient
. underwent a Caldwell Luc operation on the left side by Dr. Stemmer.
~ According to the records and the x-ray films (CT’s) this is the
wrong side. In addition, the patient developed complications from
this procedure i.e. oro-antral fistula. Dr. Stemmer demonstrates no
knowledge that he has performed an operation on the wrong side, but
instead chose to believe that after the operation the patient

develped symptoms on the contralateral side. 'He never
demonstrated in the charts that the symptoms from the patient was
secondary to the fistula. There is some contribution on this

problem from the radiology department, but the surgeon must look at

the films and be responsible for operating on the correct side.

~ b.. (another sinus case) sought help for nasal blockage
for which Dr. Stemmer performed Functional Endoscopic Sinus Surgery
and Caldwell Luc procedure on the left side. Again an oro—antral
fistula developed which the reviewer. . could not detect that Dr.
Stemmer was aware of this possibility despite repeated mention of
problems in this area by the patient:. Additionally, the CT scan
preoperatively indicated that all sinuses were opacified on_both
sides, but despite having called "pansinusitis" on this patient,
Dr. Stemmer only does a look at the Ethmeid sinus and does a
Caldwell luc procedure on the maxillary sinus on one side. H1S
description of FESS does not resemble anything I am aware as FESS
in the literature. Dr. -Stemmer has not even taken a Course in
endoscopic sinus surgery (by his admission). This patient also has
devitalized teeth in the area where the caldwell luc approach was
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made indicating that perhaps the operation-was performed too low
and medial. . : e

c. Dr. Stemmer presented a patient to,_ for Air Evac
clearance. This patient was found to have an abnormal ABR
examination (exam done to work up asymmetric hearing loss). Dr.
Stemmer ordered an MRI to further investigate. On discussion, it
was clear to SSEEEEEE that Dr. Stemmer had no idea why he was
transferring this patient to Walter Reed other than the fact that
he had an asymmetric hearing loss and an abnormal ABR. He did not
understand that the MRI he had ordered would answer the question
whether the patient had a Acoustic Neuroma. He did not understand
that at this time there is no other difinitive test to work up this-
type of patient. No air evac was necessary - since the MRI
subsequently was normal which Dr. Stemmer knew when he sought the
transfer. - '

d. Dr. Stemmer asked me to see a patient on Tuesday who had
a stapes operation at Walter Reed some one month ago. He asked me
to reassure the patient that the hearing loss on the same ear since
the surgery was alright and not to worry. After reviewing the data
and speaking with the patient, it was clear to me that Dr. Stemmer-
had no idea why this patient had the severe sensorineural hearing
"loss on the operated ear. He had not considered the possibilities
and had not discussed them with the patient. He wanted me just
_ reassure the patient that -all was alright. He missed the point
because of his lack of knowledge.

e. 11 y.o. w. £. for TM perforation referred to Dr. Stemmer
py SESEMERUEES There is no mention of the audiogram in the work
up for admission. There is no mention of the previous sets of PE
tubes -on this patient. There is no mention that the child is a
Down’s Syndrome patient. All of these are significant to the case
and must be mentioned. Without any documentation, Dr. Stemmer.
concludes that the child’s ear problem is secondary to ethmoiditis,
despite the CT showing no ethmoid disease (also fails to note that
there is mucosal thickening in the left maxillary sinus). Pt is
scheduled for Tympanuplasty on the right and ethmoid surgery and
adenoidectomy. At operation, he does the T-plasty (the op report
cannot be interpreted by me in reconstructing what was done) and
looks at the right ethmoid area and declared it normal. -However,
opens into the left ethmoids and takes a biopsy of what he dictates
ar normal appearing mucosa. He looks into the nasoph and sees
hypertrophied tissue, but elects not to do anything in order to not
irritate the eutachian openings. There is much faulty logic
displayed in this case. Even if I accept the premise that the
ethmoid infections affect the eustachian tube function, with normal
CT scans, I could not justify operating on them. Additionally,
after finding that the ipsilateral ethmoids is normal, there is no
logic to operating on the left, the contralateral side. Almost
everyone is in agreement that adenoids have a role in the health of
the eustachian tube‘and_adenoidectOmygﬁggyég ave been done. This

s - d. _ sguranca Cocument
case was. totally mismanage 10 USC 1102, Cnauthorized
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f. 45 y.o. AD physician referred for evaluatiion of
hoarseness and coughing in 1/94. No mention of laryngeal
examination being done. Pt is referred to Pulmonary, Cardiology,
and Radiology for CT of sinuses, chest, and neck. Pt referred back
to ENT in 7/94 for same continued symptoms and saw another
physicain who performed a laryngeal exam and found a papilloma on
the TVC. This is unacceptable. There is no excuse for not
performing a laryngeal on this patient. '

g. 30 y.o. referred by Audiology for diplophonia. There is
no laryngeal exam documented and the diagnosis' of diplophonia is
dismissed and allergic rhinitis tendered. Again the patient is
referred, but this ‘time from Speech Path -for -evaluation--of
diplophonia. Dr. Stemmer, this.time states that patient has
Diplacousis and that the patient misinterpreted voice sounds.
Again no laryngeal examination is done. This is also unexcusable.

- h. 41 y.o. male with 15 yr history of smoking referred for
evaluation of hoarseness. The nasopharyngoscopic examination shows
a lesion in the anterior 1,3 of the cords with gquestionable
extension to the subglottic area. Pt is placed on the waiting list
for direct laryngoscopy and biopsy. -~ Dr. Stemmer appropriately
decides to scope the patient and biopsy. It was not until 5 months
has passed that the patient was finally brought in for this
procedure. This could have been a disaster if it turned out to be
cancer. This setting presumes the presence of cancer until proven
otherwise and time should not be wasted. Dr. Stemmer could not
differentiate administrative priorities of AD vs retired patients
and clinical importance of these types of lesions.

3. These cases represent a broad spectrum of the specialty of
Ootolaryngology-Head and Neck Surgery. In all these areas there
appears to be flaws in Dr. Stemmer’s ability to appropriately
manage patients. There appears to be altk of fund of knowledge and
in cases where knowledge is demonstrated, his diagnostic acumen is
. faulty (at best "not in the mainstream of American medicine.)
There is also irresponsibility in performing procedures without
adequate and necessary training i.e. endoscopic sinus surgery.
There is evidence to show that too much reliance is placed upon the
"CT scan" and moreover, reliance on teh interpretation by radiology
rather than personally gathering information in conjunction with
the interpretation. : ‘ - '

4. Dr. Stemmer, probably secondary to his lack of cldnical’
abilities, appears to "smooth over" and "delay" making decisions on
patients. The best example is the one that I was asked by him to
nreassure" the patient that his hearing loss after an ear operation
at Walter Reed is "nothing to worry about." I feel Dr. Stemmer did
not appreciate at all, the gravity of the situation and did not
appreciate what the expected complications of stapes surgery are.

5. My findings on review of Dr. Stemmer’s clinical performance,
as amplified in the examples above, is;,ﬁh@tyh@ssﬁxxasnbs?s‘aﬁaéﬁ’d as an
Otolaryngologist. 10 USC 1102, Tameehfuiied
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6. My recommendation is that Dr. Stemmer not be prf@lfédged to
perform Otolaryngic procedures in the operating room. There is

question whether he can manage patient on an outpatient basis as
well. At the least, Dr. Stemmer will require an additional year of
formalized training in Otolaryngology-Head and Neck Surgery before
being priviledged to practice the specialty.

"COoL, cal Corps ~~— "~ "~
"Consultant to the Surgeon
General in Otolaryngology
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This patient was referred by the Audiologist for a decreased hearing complaint but also because of
a concern about diplophonia which refers to a quality of the voice where it sounds as though two
pitches are heard at the same time. She was seen by Dr Stemmer and he concentrated on the
hearing loss and examined the ears but did not examine the larynx. His impression was that the
patient had allergic rhinitis with probable secondary left SOM despite normal tympanogram. The
Audiologist was concerned about 2 sensorineural hearing loss rather than a conductive loss which
requires'an entirely different work-up. There was nothing to suggest 2 middle ear problem such as
fluid. The requested voice evaluation and examination of the vocal cords was avoided.

Dr Stemmer did refer the patient to the Speech Therapist who examined the patient and noted an
abnormal ABR along with the previously 2bnormal audiogram. She also confirmed a diplophonic
voice and emphasized the need for an examination of the larynx!! She referred the patient back to

Dr Stemmer for this examination.

_ When the patient was seen again by Dr Stemmer he was upset with the fact that her presumed
allergies had not been managed by the referring unit physician. He also now ordered an MRI but
based it on " the original suspicion of diplacousis" which he thought might have been
misinterpreted by the patient. These two entities are totaily different and the original consult as
well as the consult by the speech therapist is quite clear as to the reason for the
referral(diplophonia). Once again the vocal cords were not examined!!!!

This case demonstrates the inability of Dr Stemmer to perform what was requested and clinically
indicated ( ie. a physical examination) despite several requests to do so. This patient as best as |

can determine has still not had an examination of her larynx. This is major deviation from the
expected standard as all that was requested was 2 simple physical examination of the patients

vocal cords which was clinically indicated.

C, Otolarynéology SVC -
LRMC
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This is a case of a 50y0 female with a complaint of 2 persistent sore throat referred tor an
examination by an otolaryngologist. The patient was scheduled to see Dr Stemmer which
occurred on 20 Sep 94 and a copy of the consult is included. As can be seen by the consult the
physical exam s described by Dr Stemmer 35 revealing no palpable masses. There is nothing

further mentioned about physical findings.

with a diﬁ'erex_nwphys‘ician'because she was concerned that her throat was not examined. She was

given an appointment t0 se¢ e and is currently awaiting that appointment.

The patient herself returned to the clinic about 2 week later very upset requesting ar appointment

The concern in this case stems from the fact thatina patient with complaints of 2 persistent sore
throat particularly in an older patient, complete head and neck examination is essential to rule
out malignancy. There is no way to justify not performing a complete physical examination. THis

is a major deviation from the expected standard of care.

C, Otolaryngology SVC
LRMC
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45vo AD physician ceferred for complaints of hoarseness and coughihg since Dec 93 The

patient was seen by Dr Stemmer in Jan 94 and pointed to his throat and stated he felt like there

was a foreign body in his throat. On the physical examination performed by Dr Stemmer, 0o
mention is made of an examination of the larvnx !! The diagnosis listed was paroxysmal cough
of unknown etiology- pulmonary EB vs. bronchitis etc. consider allergy €tc. with secondary
!aq'ngospasm!!! The patient was referred to the Pulmonary Medicine SVC. C ardiology (&
coughing episode resulted in 2 syncopal episode), and a CT of the sinuses. neck and chest were

_ ordered. The last listed plan was 10 consider a flexible examination presumably of the larynx if

pulmonary medicine did not plan an investigation.

The patient was referred back to the ENT clinic in July 94 where he saw—”—H‘e- was
examined appropriately and noted to have a pedunculated, papillomatous lesion of his left TVC.
A biopsy was scheduled and this lesion was removed on 28 Jul 94. Fortunately the lesion was

benign only revealing mild atypia. .

The potential for disaster if this case is overwhelming. The fact that a fully trained staff
otolaryngologist saw @ patient with this complaint and actually pointed to {he site of the lesion and
still was not examined is medical malpractice!! There is absolutely no excuse for this nor is there
any way to justify this. This is a major deviation from the standard of care.

—
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29 Sep 92

P1 1muially seen for complaints of sinus congestion by Dr Stemmer in Sept 92

-Imp: chronic allergic and structural sinusitis /0 migraine
-Plan: CT, decongestant trial then reeval

CT scan exam dated 26 Oct 92 handwritten report = loculated fluid at the base

of -the left maxillary sinus N
5 Nov 92
- Pt seen again by Dr Stemmer
that the septum and the osteomeatal complex do not look bad despite descri
obstructing nasal septum on his clinical exam.
-Imp: HA secondary to chronic sinusitis r/o migraine
-Plan: continue decongestants- 6-8 wks then re xray

trial of ergotamine ,
return after above- 3 wks on ceclor 500mg q8h or Cipro 500mg qi2h

and he refers to CT report revealing left maxillary disease. He states
bing a deviated

7 Jan 93
Next clinic visit describes prostate symptoms from decongestants and continued HA's with no
relief from ergotarmine.

-Imp: none listed

-Plan: trial off decongestants

allergy referral :
 listed for left Caldwell-Luc and possible septoplasty

15 Jan 93

Pt returned for visit ¢/o more drainage after using saline also reporting jaw clicking according to
spouse. Patient noted to have come up on surgery list. Allergy consult reveals no symptoms t0
suggest allergies even though patient was skin test positive to grasses and no allergy treatment

was recommended.

19 Mar 93 : .
Patient underwent »functional endoscopic sinus surgery of the left maxillary sinus”, "left
Caldwell-Luc nasal antral window", and a "septoplasty”. In the operative note Dr Stemmer
describes his endoscopic technique which is not the classic description of this procedure and he

describes finding the sinus mucosa to show heavy congestion and polypoid changes throughout.
For that reason he proceeds with the Caldwell-Luc procedure. The 'septoplasty was then
performed and the procedure was terminated. The pathology report received in the lab describes

‘ specimeri A: "Antrum": two flat cartilaginous tissue fragments.(The maxillary sinus does not

contain cartilage) and specimen B: septal bone and cartilage. If indeed the patient had the above

described changes in the sinus mucosa, there should have been tissue to submit. Additionally there
is no cartilage in the maxillary sinus sO this specimen was labeled in error.

<
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Prior to this procedure no follow-up CT was ordered despite the plan 10 do 2 o e (s Baseif the
osteomeatocomplex was normal as was described by Dr Stemmer. by merely treating with
antibiotics this finding may have been reversed. This could then have avoided the need for sinus
surgery all together. This could have represented an acutely inflamed sinus which simply had not

been treated.

-

24 Mar 93 : : .
Pt seen after operation with improved breathing and reportedly to be healing well. He was

instructed to return in one week.

5 Apr 93 o ‘
Pt again noted to be healing well now back to work but on exam residual edema is noted on the

left but the buccal incision is described as healing well. The plan was to be followed in 6-8 weeks
and repeat the CT scan and the mirror exam.

17 May 93 , ‘
Pt seen and c/o soreness in buccal region and HA now on right side. A reference is made to

corrected CT scan report dated 7 May 93 which describes " mucosal thickening and _
material on the floor of the left (corrected t0 right) maxillary sinus just below the level where the
Caldwell-Luc procedure was performed. The Caldwell-Luc procedure was actually performed on
the left. No mention is made of examination of the buccal incision site despite c/o sOreness in the

area.

For some reason Dr Stemmer elected to recommend desensitization despite the allergist's
recommendation to the contrary and he also ordered decongestants again and antibiotics. At this
point something should have suggested that there was perhaps 2 mistake as to the operated side
or at least some comment should have been made regarding the confusion on the xray reports. Dr
Stemmer also schedules the patient for a right sided Caldwell-Luc procedure after an endoscopic

sinus procedure.

Patient seen by allergist again and apparently is treated for allergies.

5 Apr 94 :
When last seen by Dr Stemmer in May 93 the patient had soreness in the incision but it was not

examined. He had an abnormal CT scan on the opposite side of the procedure, he was continuing
to have HA and he was placed on antibiotics to treat some sort of presumed infection but he was
not seen in the ENT clinic for almost one year. On his return he was described as doing better
with occasional HA. Again mentioned is a "small whealed area in the left buccal sulcus”. The
remainder of the clinic note from this date is difficult to read. The examination again does not
make any mention of the buccal incision site. The impression listed is of "Iright-sided residual
chronic sinusitist!!! Apparently 2 follow-up CT was ordered and the patient was t0 return after

the scan. -
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24 May 94 : :

Somehow the patient was sent back to-see ‘and she noted exposed alveolar bonc in

the old left Caldwell-Luc site. She refers to the CT scan and notes the findings of right maxillary
sinus disease. She refers the patient back to Dr Stemmer for closure of the mucosal defect in the

left canine fossa and also for treatment of his right-sided maxillary sinus disease.

14 July 94 : ;
Patient saw Dr Stemmer who notes CT findings now "contralateral” to the surgical side which he

describes as now being clear and asymptomatic. If the original CT scan is reviewed it clearly
reveals the disease to be on the right side from the beginning. The scan is clearly labeled and by ™~
looking at the xray it is clear that the radiologist who initiallv read the scan mislabeled the

diseased side in his report.

It is during this visit that the first mention is made by Dr Stemmer that there has been a wound
dehiscence of his buccal incision. (Operation Mar 93, now July 94!!!t) The plan at this point was
to close the defect which was done in the clinic but the suture material used was 4-0 nylon. This
is rarely if ever used in the oral cavity because it is irritating and also would pull through and tear
tissue further compromising this defect in the MUCOSa.

The patient also noted heavy sanguinous discharge from his right nostril and he was given Ceclor
and Actifed. ‘

20 Jul 94
According to the note the secondary closure is described as healing well and the sutures were

removed.

23 Aug 94 - . _ _ _
Patient returned with history of having swelling of the entire buccal mucosa for 2 days. His

examination again noted the dehiscence. He was given bacitracin ointment presumably to be

placed in the oral cavity and he was to be closed again if it remained open for 1-2 weeks. He was
also to have a renewal of the Ceclor as needed if there was more swelling.

6 Sep 94 ' )
The note states that there have been no further problems with inflammation and a closure is

planned for Friday under local anesthesia. There is no description of the dehiscence but its' -
presence is implied by the planned procedure.

9 Sep 94

The procedure note describes closing the defect under local anesthesia but the type of suture is
not listed. '

12 Sep 94 : o
This note states that the patient has continued to do well with good closure to date.
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Again his course is described as healing and thesutures are r;moved. The return was 10 be
scheduled in 2-3 weeks. '

The Oral and Maxillofacial Surgeon from Ramistein presented this patient to me and described 2
large defect in the mucosa overlying the previous Caldwell-Luc site and also described some
potentially nonviable teeth which will require root canals at least and may require extractions.
Additionally described is a large area of dead bone which will require debridement and bone
grafting prior to closure of the defect. Upon review of his CT scan this patient continues 0 have
the opacification of the right maxillary sinus which was present on his initial scan. =~ - -

In summary: :
We have a patient who presented to the otolaryngology clinic with HA as his chief complaint. He

was treated with decongestants and he was given an allergy referral. During his work-up a CT
* scan was positive for right-sided maxillary sinus disease but was misinterpreted as being
left-sided disease. The patient was treated with antibiotics but no post-treatment scan was
ordered to assess the efficacy of the treatment. As the symptoms failed to resolve following the
ireatment for allergies and migraine headaches he was scheduled for a left endoscopic sinus

_ procedure and a left Caldwell-Luc. This procedure was performed in March 1993.

The patient returned still having headaches and was sent back to the allergy clinic and was treated
with immunotherapy which may or may not have improved his condition but certainly did not
eliminate his headaches. A follow-up CT scan was ordered which revealed right-sided maxillary

sinus disease and apparently the radiologist was of the opinion that the right side had been the side
of the previous operation. ) ‘

The patient had continued to complain of soreness in the incision site but it apparently had not

v

been examined and almost 12 months elapsed during which time the patient was being treated for
allergies. When he returned he inadvertently was seetl by rw here he was noted t0
have the mucosal defect otherwise known as an oral-antral nistula in the previous incision site. The
patient was referred back to Dr Stemmert who finally acknowledged the presence of the fistula but
who also was now of the opinion that the preoperative sinus disease was improved and that the
patient now had sinus disease on the opposite side.

Multiple attempts at closure as an outpatient procedure apparently have failed and the defect is

still present. The patient now has an oral-antral fistula on the left with nonviable teeth and an area
of necrotic bone which will require bone grafting prior to the closure of the fistula. He will need
root canals of the affected teeth and if unsuccessful, he may require extractions. This fistulais
considered a complication of the original procedure which in itself is not usually a problem Once it
is recognized. To not be noted for 12 months is certainly not considered to be acceptable and it

should have been documented and repaired much sooner than in this case.
TRUE Cegripsn oo
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The most alarming problem in this case stems from the fact that the wrony side was operated on
in the first place and Dr Stemmer is apparently still unaware that this is the case. Simply reviewing
the preoperative X-rays will reveal that the disease was always on the patients' right side. So not
only is there 2 complication from the operation but the preoperative condition and disease process
has not yet been addressed and the patient till needs an operation on the right side in addition to

the closure of the defect on the left.

Several alfernate issues also remain: E .
-The described endoscopic sinus surgery is not the standard technique and does not follow the

established guidelines for the procedure. Anatomic landmarks are 56t described nor is thered .. -
systematic approach to the diseased areas intra-operatively. . .

-The pathology report ‘dentifies cartilage from the antrum which is tissue not normally found in
that location and fails to mention the diseased and polypoid mucosa which Dr Stemmer describes
as being seen when he examined that sinus. What was actually removed from the sinus? This
would suggest that he failed to understand what tissue was normal to the sinus and also that he
was unable to recognize 2 normal sinus while directly inspecting it during the procedure. (the left
maxillary sinus has always been normal on the X-rays) '

-Post-operatively his examination of the patient was cursory at best and the defect went
unnoticed according to the documentation for almost 12 months. This despite persistent
complaints from the patieht about pain and soreness in the area. ,

_The attempted closure according to the notes in the chart was performed,using nylon sutures
which would be an extremely poor choice given the location of the defect.

-The radiology report incorrectly described the site of the abnormality as being on the left side
and apparently there was further confusion on the repeat scan after the procedure had been
performed. Again the side was first listed as left which was then corrected to read right sided
disease following a right sided procedure when the xray request lists the procedure as having been
done on the left. '

This patient will be examined by me and & coordinated procedure is being planned with the
Maxillofacial surgeons to address his right sided sinus disease and also his postoperative
complications on the left side. '

C, 'toléryngol C
Landstuhl Regipnal Medical Center

Lol ¢/
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This is the complicated case of an 11yo female with chronic ear disease. This patient was referred
to Dr Stemmer from for management of her ear disease. A copy of her inpatient
record is enclosed. This chart was brought to my attention by —aﬁer she was asked
by the father to review her chart prior to a pending PCS move 10 CONUS. This case can be )
presented in greater detail by - who has the outpatient record for review.

The hospital chart includes a history and physical examination by Dr Stemmer which is confusing

- and grossly inadequate. He describes a well patient appearing her stated age but fails to mention

that she has Down's syndrome. This is significint because these patiens have more problems with
middle ear disease and frequently require long term PE tube placement. She is described as '
having a long history of chronic ear infections and Dr Stemmer states that on CT scan this may be
related to chronic ethmoiditis. Her CT scans were pulled and reviewed by me and another
otolaryngologist independent of my interpretation and they were interpreted as being normal with -
regard to the ethmoid sinuses. V

This patient had undergone the placement of multiple prior sets of PE tubes which was not
mentioned in the H&P which is also a pertinent part of the history. No mention is made of the
preoperative audiogram which I feel should be included in the records of any patient undergoing
middle ear surgery. The physical examination describes a 2 mm central TM perforation on the
right. The left TM is not described. Also mentioned were polypoid changes of the right middle
and superior turbinates. No impression or plan was listed on the history and physical exam form.

The patient was taken to the OR on 26 Jan 94 and underwent a "limited left ethmoidectomy" and
a "right tympanoplasty.” His preoperative diagnosis was "possible right and left ethmoiditis,”
»central and marginal perforations of the right tympanic membrane" and “infected and
hypertrophied adenoids." The preoperative CT scan shows normal ethmoid sinuses which
obviates the need for ethmoidectomy and eliminates the diagnosis of ethmoiditis. This patient did
not need an ethmoidectomy. Her CT scan did reveal some thickening of the mucoperiosteum of
the left maxillary sinus but this was not mentioned nor was it addressed. The examination
describes a central perforation of the right TM but no mention is made of a marginal perforation.
The preoperative diagnosis must be based on clinical findings. The adenoids are not mentioned at -
all in the H&P and it is unclear from the récord how this became part of the preoperative -
diagnosis. _

'The operation itself as described is very confusing. A left sided TM perforation was described

where previously the left side was not mentioned. It also was not fisted as a postoperative
diagnosis and this is a significant intraoperative finding. The premise used as the basis for the
right sided TM perforation was right sided ethmoiditis despite a normal CT scan of the region.
Somehow with a normal right ethmoid sinus intraoperatively Dr Stemmer was able to justify @
"biopsy" of the left ethmoid sinus even in the face of what he described as "very minimal )
inflammation.” With the facts as listed above, the "ethmoid biopsy" was not indicated and fails to
substantiate his premise for the ear disease. Why was the left TM perf. not found preoperatively?
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\WWas the left ear truly examined preop? What was the hearing level in both ears? These are all
very important questions not answered in the history and examination.

With regard to the tympanoplasty, I am unable to follow the sequence of events described in the
operative dictation. The technique as described was very confusing and it is unclear what exactly

‘was done based upon the description of the procedure.

The nasopharyngeal exam was equally confusing in that his preoperative impression according to
the dictation was that of infected and hypertrophied adenoids which if thought to be contributing
to the ear disease means that the patient needs an adenoidectomy. Instead of performing an -
adenoidectomy, the adenoids were examined and left alone because he did not want to disturb the
Eustachian tube on the right side!!!! If the adenoids were enlarged why not remove them? Ifthey
were not to be removed, why look at them intraoperatively at all? This part of the procedure
simply does not make sense clinically and once again the question arises as to whether this
procedure was indicated or not?

This chart is full of clinical uncertainties and key diagnostic"tests and pertinent physical findings
were notably absent. Serious questions exist concerning the appropriateness of the procedure.
Although I do not agree with the premise used as the basis for this disease, if one follows the
premise logically there should at least be clinical evidence that the basis for the premise does
indeed exist. In other words if ear disease is to be based upon the presence of ethmoid sinus
disease; ethmoid sinus disease must be present.” That was not the case here radiologically,
clinically or intraoperatively! ‘ ' : ‘

The ph)'lsical exam is noticeably deficient in what are considered crucial clinical ﬁndings: to include
the audiogram, the status of the left ear, the actual CT findings and an assessment and plan. The
documentation is extremely poor and the operative technique does not follow recognized standard

techniques.

The care delivered in this case does not meet the standard of care for an otolaryngologist.
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A patient with an asymmetrical SNHL was presented to me by Dr Stemmer. The patient was (0 be

. air evacuated to WRAMC and my signature was required. The patient was an active duty soldier

who was found on his retirement exam t0 have this hearing loss. An ABR was performed which -
was also abnormal. The patient was seen by Dr Stemmer and an MRI was ordered appropriately.
Review of the records revealed a note i the chart stating that regardless of the results of the
MRU. the patient was to be evacuated to WRAMC for further evaluation. A discussion about the

“work-up of this type of hearing loss took place between Dr Stemmer and myself and became
obvious trom the beginning that Dr Stemmer was ot aware of the logical sequence of tests and
which test was the most specific.

Dr Stemmer was concerned about something being missed but could not elaborate on what it was
~ that concerned him. The MRI is the definitive test at this time with regard to the work-up for this
 type of hearing loss and it is used to diagnose acoustic tumors. With a normal MRI the diagnosis
. eliminated. When asked why he preferred to evacuate this patient to CONUS, Dr Stemmer's
only reply was that he wanted further evaluation. He was again asked what was in the differential

diagnosis of this patient and he did not have an answer.

This patients' work-up at this time was complete and he did not need to be air evacuated to the
states for any-further testing. This was conferred to Dr Stemmer and the proposed air evacuation

was canceled.

Knowledge about the work-up and diagnosis of asymmetrical SNHL is within the expected realm
of care to'be provided by an Otolaryngologist. It is expected that the fact that the MR is the final
diagnostic step for the diagnosis of an acoustic neuroma should be common knowledge. This
would have been an unnecessary flight wasting resources and should not have even been

considered. -

, Otolaryrigology SvC
LRMC :
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Pt seen by Stemmer for complaints described as vertigo bY referring MD also reporied 10 nave -

TM perf. Pt examined and according to Stemmer perf AD was confirmed. Audio reveals normal
thresholds and normal tymps.(see copy of consult) » : =

)

A nonavailability statement was requested and upon review of the DX by me. it was denied and

the patient was reappointed to see me at which point on exam she was found t0 have monomeric
membranes and her TM was not perforated. o ' ‘

This case was discussed with Stemmer and reluctantly he reexamined the patient and was
unfamiliar with the terminology of a honomeric membprane but insisted on describing & small TM
perf. He informed me that 1 was "splitting hairs" when stated that 2 monomeric memorane
should be easily recognizable by an otolaryngologist or ifa questi‘on or doubt exists it should be
so stated and confirmed with tympanometry Or @ microscopic exam. -~ - o

When asked why she was referred on the economy t0 begin with Stemmer stated that his thought
was that perhaps 2 repair of the ~TM perf' might improve her "abyrinthitis". He was asked if he
was able to perform the operation if he felt it was necessary and he replied that he was. He was
then asked of the link between "abyrinthitis" and a perforated TM that was otherwise
uncomplicated and he felt as though there was 2 link! In his note he felt that the patient had
central disease which makes the evaluation even more difficult to explain. Stemmer went on 10
contradict himself and stated that he did not think that the perf TM was related to her vertigo.
After the discussion the patient management plan was not clear nor was it my impression that
Dr Stemmer really understood what was actually going on with this patient.
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' Dr. Stemmer where upon examination the patient found a ¢

degeneration and would have solved the problem. According to
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This case was reviewed by the Otolaryngolbgy Service Peer Review Committee on

7 September 1994. Dr. Stemmer was allowed to present his interpretation of the case based on
the limited available records.

patient was seen in the ENT Clinic by
rust on the right tympanic membrane.

This patient was already known 10 have a progressive hearing loss of the sensorineural type -
involving the left ear. She had also been diagnosed with a loss on the right side and on recent
audiometric testing the right ear appeared to be worsening. The audiogram is not available for
review but according to the consult request by the audiologist a mixed loss had developed in the
right ear indicative of a conductive component to her hearing loss and she was referred for
evaluation. This patient had apparently undergone surgery in the right ear in the past according to

the note by Dr. Stemmer. No records were available for his review.

This case was reviewed and to summarize the casé this

When Dr. Stemmer examined the patient and found the crust he elected not to remove this crust
and decided to air evacuate this patient back to Walter Reed Army Medical Center for further
treatment feeling that her eighth cranial nerve was degenerating further. Apparently for some.
reason the patient was referred out on the German economy for an evaluation by a German
Otolaryngologist who after examination, removed this crust and this eliminated the conductive
component to her hearing loss thereby improving her hearing back to its' previous level.

The question posed to Dr. Stemmer was why the crust was not removed during his examination.
Both members of the peer review committee agreed that as part of the initial evaluation and
physical examination it would be essential to remove the crust in an attempt to further define this
patients' condition and in this case this would have lessened the concern about further

Dr. Stemmer he elected not to

remove the crust for fear of further damaging the ear.

There was no adverse patient outcome. The care delivered was felt to be a marginal deviation
from the standard of care and it was felt to be provider related in that thorough examinations of
the ear require removal of crusts and debris in order to render an accurate diagnosis.

LESSONS LEARNED:
The practice of examining ears and not removing crusts was discussed as it prevents a complete

evaluation and diagnosis and in this case could have led to an unnecessary trip 10 another medical

treatment facility.
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By not completely examining the ear a serious condition could have gone unrecognized. Had the
crust been removed and the audiogram been repeated. it would have been clear that this suspected
worsening in her hearing was in fact due to the presence of this crust.-

C, Otolaryngology SVC
LRMC '
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This case was thorous.hlv discussed by the peer review committee ax}& gigag;p@lmfsﬁi’ere“‘no%e
It became clear that Dr. Stemmer does not feel comfortable with ear patients. It appeared that he
was unable to distinguish an eighth nerve loss from a conductive loss. The request from the
audiologist clearly stated that the right ear was now demonstrating a mixed hearing loss. Dr.
Stemmer failed to mention the audiometric findings in his notes and was concerned about further
degeneration of the eighth nerve but did not investigate the conductive component. His
explanation for why he failed to remove the crust is difficult to-understand but he stated that he

did not want to further damage the hearing.

. As a side discussion the diagnosis of cholesteatoma wis discussed and it became clear that Dr.
Stemmer does not know how to diagnose this disease. It is his feeling that this is an x-ray
diagnosis and that it can not be made clinically. It was pointed out to him that the presence of a
crust is very suspicious for cholesteatoma and by removing it if the characteristic findings are
present.the diagnosis can be made on the spot without the need for x-rays. In this case a potential
cholesteatoma could have been missed. It also was noted that a large crust could cause a
conductive hearing loss and with its' removal this hearing loss could be reversed. That is precisely

what appears to have happened in this case.

The discussion and Dr. Stemmer's responses seriously questions his ability to handle these types
of patient problems. His reluctance to completely examine the patient's ear and clean out the crust
delayed the diagnosis and nearly led to an unnecessary trip back to Walter Reed. '

Dr. Stemmer’s clinical competence specifically with regard to the examination, diagnosis and
treatment of chronic ear disease is questioned.

C, Oﬁaryngology SVC
LRMC
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A comprehensive discussion took place about this case and its management. During the discussion
several worrisome concerns were uncovered. Dr. Stemmer was asked to present this case as he
saw it from his review of the medical record and it became quite clear during the discussion that
.Dr Stemmer was unable to interpret basic audiometry. He was unable to discern a conductive -
hearing loss from a sensorineural loss or a mixed hearing loss which in this case was very
important. He also was unable to interpret which ear was being tested despite the presence of a
symbols key included as a part of the audiogram. He felt that an audiologist was needed in order
to decide what the test actually represented. This is considered basic knowledge that all
otolaryngologists should possess arid Dr. Stemmer's ability was noticeably deficient: -
The fact was also discussed that given a patient with presumed chronic ear infections and its
potential for causing inner ear complications (i.e.: vertigo, sensorineural losses) if a symptom of
vertigo were described especially with a sensorineural loss, this might well indicate a complication
of the infection and that the prudent course of action would be to eliminate the infection as a
possible source for this complaint which would mean that the patient's surgery should be
expedited. Even though this might not change the outcome this might be the only way to try and
avoid the long term effects from a complication of otitis media. Both members of the committee
" agreed that the recommended treatment plan at that point would be to insert the tubes. Dr.
Stemmer in his review of the case did not feel that this was warranted and did not seem to even
understand the possible connection between otitis media and inner ear disease.

A more disturbing part of his réview was his interpretation of the case and its' outcome. Dr.
Stemmer composed a memorandum explaining why he thought the patient lost his hearing.
Despite the presence of grossly abnormal preoperative audiograms suggesting a sensorineural loss
in the patient's right ear, Dr. Stemmer stated in his memo that the hearing loss was directly
attributable to the PE tube placement by e went on to say that this occurrence was
not outside of the known rate-of expectation for this surgery. In fact to cause a hearing loss of this
* type from PE tube insertion would be considered a significant complication of the surgery. This
further displays Dr. Stemmer's inability to process available data and also calls in to question his
knowledge of chronic and acute ear disease. :

4Th§ documentation deficiencies were highlighted with regard to the bhysical examination, the
subjective complaints, and the objective data most notably the audiometric findings. '

The presumed correlation between tonsillar disease and middle ear disease was then addressed
and after questioning, Dr. Stemmer stated that he did not feel there was a correlation but when .
asked about his notation in the medical record which clearly states the patient is listed for
tonsillectomy he felt that his note was being misinterpreted. In actuality the note as written was
_quite clear and it could only be interpreted in one way. It was the feeling of the committee that
Dr. Stemmer was of the opinion that there indeed was a correlation.
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This case was discussed by the Otolaryngology Service peer review committee on7 September 94
and it concerns a malpractice claim filed on behalf of _ he medical record was
reviewed by both members of the committee independently and the case was then discussed. Dr.
Stemmer was allowed to present his interpretation of the case after review of the medical records.
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In summary this patient had a long history of recurrent ear infections dating back to before any
 care was delivered at Landstuhl Regional Medical Center. There were no audiograms in the
record prior to July 1991 so the status of his hearing prior to that time is unknown. In reviewing
the audiograms in the medical record it is important to note that none of the audiograms were
normal. It appears as though a fairly significant hearing loss existed in his right ear at the time of
his initial audiogram here at Landstuhl. There is a conductive component probably due to the
presence of fluid in the middle ear on both sides however the right side is noted to have a
considerable sensorineural component as well. This finding exists in multiple audiograms

throughout the medical record.

During valuation and work-up he was treated by several physicians prior to his being
seen in the ENT clinic. This is the normal case in patients with this diagnosis. During his initial
evaluation in the ENT clinic in JAN 91 b his examination was documented and he was
treated with antibiotics and if his condition recurred he was to have PE tubes placed. He
continued to have infections despite antibiotic treatment and he was referred back to the ENT
clinic. During this time his audiograms continued to be abnormal. He was next seen b

who concluded tha“leeded PE tubes. The date of this visit is unknown but it was
 sometime after the consult was written by the pediatrician in MAY 91. does not
mention a hearing loss or the audiometric findings which were first noted in the chart on

22 JUL 91.

While waiting for the surgery the patient continued to have problems and a telephone call was
made by the mother to the pediatrics clinic on 27 AUG 91 where as described as
staggering and falling down. The mother apparently was instructed to bnng him in to be seen the
following day, 28 AUG 91, at which point his neurological exam by the pediatrician was
described as normal with no evidence of vertigo or nystagmus. The claim states that a call was
then made to the ENT clinic however it is not documented in the record. Nonetheless the patient
was seen the next day, 29 AUG 91 , by Dr. Stemmer in the ENT clinic. During that examination
there is no mention made of vertigo or a neurological examination and Dr. Stemmer agrees with .
the plan for PE tubes and also lists the patient for tonsillectomy and adenoidectomy. Dr. Stemmer
also failed to mention any audiometric findings or hearing loss.
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Because of the surgical backlog the procedure was not done prior t”next visit with Dr
Stemmer on 10 OCT 91 where he describes the patient as doing better on decongestants. It is
unclear at this point what happened during that clinic visit. The claim alleges that again the tubes
were postponed but the note indicates only that the patient was to be reevaluated after repeat
audiometric tésting and he was referred to the allergy, clinic. There was no mention of surgery
being canceled or postponed.

as seen several more times by the Pediatrics Department and "second opinion” was
 requested according to the record but there were no clinic notes by the ENT clinicuntil =~
21 NOV 91 when the patient underwent placement of PE tubes and removal of his adenoids.

The audiograms done postoperatively show improvement in the conductive component of his
hearing loss however the sensorineural component which was also present did not change. This
was the expected outcome. ' ‘

The placement of PE tubes is controversial and the subject of much debate. It is left to the
Otolaryngologist to decide when the tubes are recommended and in this case that
recommendation was first made by pome time after MAY 91. There is a tremendous
demand for this type of surgery and for that reason a backlog frequently exists. When the backlog
becomes excessive, we frequently rely on the local physicians for placement of PE tubes and
removal of adenoids. For some reason this was apparently not done in this case. This was also .

during the time of the Gulf War which affected the availability of care especially for dependents.

During the interval while was waiting for surgery a complaint of vertigo arose. Once thlS
was brought to the attention of the physicians taking care of him, he was appropriately seen and
his neurological exam was rdported as normal. The documentation by the Otolaryngologist was
poor as to whether or not he was aware of this complaint and whether of not there were any
clinical signs to support this complaint. Once again the audiometric findings were not .
documented. Both members of the peer review committee agree that if a question arose regarding
the possibility of vertigo and sensorineural hearing loss which would indicate labyrinthine
symptoms, or a complication of acute otitis media, PE tubes would probably.have been placed
expeditiously. After reviewing the audiograms it appears that the hiearing loss already existed so
earlier tube placement would probably not have affected the hearing outcome. :

In the claim a statement was made about the clinical privilegés of Dr. Stemmer being suspgxided
during the timeSNEIINas awaiting Surgery. Such was not the case and in fac _
already had placed @gi@on his surgery list and was the physician who actually performed the

surgery. As previously mentioned SSNNlad a documented hearing loss early on in his .
treatment and whether this was related to the time it took until the PE tubes were placed will

never be kniown. In the general population hearing losses occur in 1:1000 children and this could

very well have been a congenital loss.
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CONCLUSIONS: .
The standard of care was met. This was not provider related and was probably was not

preventable.

LESSONS LEARNED: .
The documentation by the identified Otolaryngologist was notably poor regarding the question of
ertigo and hearing loss. This issue was addressed. The documentation by other Otolaryngologists

was also notably poor with regard to the audiometric findings and the fact that these findings are S
crucigl and need to be documented in the records was stressed.

The inherent time interval between the diagnosis of chronic serous otitis media and PE tube
placement was also discussed and currently because of the prolonged time interval these patients
are referred out on the local economy for this type of surgery to avoid long delays.

Another issiie addressed was the proposed correlation between tonsillar disease and ear disease as
indicated by the patient being listed by Dr. Stemmer for tonsillectomy along with adenoidectomy
and PE tube placement. The fact that there is no literature in support of this correlation was
reiterated and the point was stressed that this patient did not rieed a tonsillectomy.

C. Olaryngology SvC
Landstuh! Regional Medical Center
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This MFR is t0O document the difficulties I encountered in
attempting to refer a patient, ] to the ENT
Service at Landstuhl Army Regional Medical Center while the patient
and | were both deployed to Zagreb, Croatia with the 502nd MASH.

1 treated SRR 2 CRNA with the 502nd MASH, for 2 lateral
pharyngeal abscess secondary to tonsillitis in May 1993. vhile she
was recovering from an [ & D of the right lateral pharyngeal abscess,
1 called tke ENT Service at LARMC to discuss bher referral for
evaluation and treatment of her chronic tonsillitis. I spoke with LTC
Stimmer. After hearing my description of her case, he agreed that
tonsillectomy was indicated after approximately 6 weeks of recovery
from the I & D. However, he sald that noO appointments were available.
. After asking +that her case be given some priority since she was '
* deployed to Croatia and she was 2 key and essential staff member of
the hospital who would require replacement, LTC Stimmer told me that
no priority was warranted Jjust because che was deployed. He told me
that everyone assigned in Europe was rdeployed”. ] disagreed with bim
and continued ijnsisting that she should be seen expeditiously because
of the adverse effect of ber possible continued tonsillitis on the
mission of the 502nd MASH. He was totally uncooperative and
unprofessional, but finally told me to pail him 2 consult and he wculd
get back to me. I did as he asked and .included my telephone and FAX
numbers on the consult. 1 also kept a cOPY of the consult. After two
weeks, I had not heard from him and I called him back. Initially, he
claimed he did not recall our previous conversation. After 1
described the conversation in detail, he told me to hold on- and he
would lock for the consult. He returned to the phone after several
minutes and explained that the reason he never answered my request was
because I did not jnclude a pbeone oOr FAX number for him to call. 1
acked him if he was actually looking at my consult and he said yes and
that there were RO phone or FAX numbers oOn the comsult. I then told
him I was holding my COPY of the comsult and that my cOPY included the
pumbers. There was silence on the 1ine for a few moments and then I
told him I did not appreciate being 1ied to and that if he did not
cooperate and help my patient. I was going to gC
command. He said that he would call me back within a day. The
following day I received a FAX message with an appcintment for D

o be seen in Landstuhl. Arrangements were made for another
military CRNA to deploy to Zagreb in her absence and she was evaluated

tonsillectomies at Landétuhl 1ater in the sunmer. At

and underwent
different ENT surgeon,

and my request, che was treated by 2
not LTC Stimmer. :

IR

LTC, DC : '
Oral & Maxillofacial Surgeon
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ZAGREB, CROATIA

DISCHARGE SUHMMARY ’ | 15 *ay 1993

pariexT: (TR HOSPITAL REGISTER RUMBER: 54

SOCIAL SECURITY NUMBER: ~

NATIONALITY: United States (502KD MASH)

DATE OF ADMISSION: 11 May 1993 DATE OF DISCHARGE 15 May 1993

CHIEF COMPLAINT: Pain, right throat

HISTORY: This 36 Yyear old UsA CPT was admitted to the Oral and
Maxillofacial Surgery Service with an early right lateral
pharyngeal infection which began 5 days before with pharyngitis and
then tonsillitis. She had been placed on penicillin po and then
also metronidazole po, but had not improved. There was mild
~dysphagia, but no dyspnea. - The patient was missing all third

molars.

PAST MEDICAL HISTORY: Tonsillitis with 3 episodes in last 3 years
which -had resolved on po antibiotics. Occasional smoking and
alcohol use. -past surgeries: none. "Previous injuries: Closed
head injury, 1982 with no sequelae. Ccurrent medications:

penicillin VK, 500 mg po géh metronidazole, 500 =g PO q8h;
jbuprofen. Drug allergies: IV contrast media. Social history:

patient is a CRNA.
REVIEW OF SYSTEMS: Noncontributory except dysphagia

PHYSICAL EXAMIHATION: Well developed, well nourished white female

in mild distress due to pain in throat. vital signs:
BP 110/70, P-79, R-17, T-98.6 F. HEEN exam Was normal, except

there was minimal trismus with maximum interincisal opening of 17
ma. Examination of the throat revealed slight edema and erythema
of the right oropharynx. The uvula was very minimally devidted
toward the left. There was mild tenderness and lymphadenopathy in
the right neck superior to the hyoid. and anterior to the
sternocleidomastoid border. Other than vitiligo on both hands, the
. remainder of the physical examination was normal.

LABORATORY AKD X-RAY STUDIES: Soft tissue radiographs of the neck
revealed no retropharyngeal_edema. There was slight lordotic
cervical positioning. CBC was normégﬁv;sh white blood count. of

10.9 with normal differential. ’

HOSPITAL COURSE: After admission, IV'penicillin,‘3 million units
gq4h and IV metronidazole, 500 mg 46h was immediately begun and the
TRUE CERTIFIED COPIES
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was carefully observed fcr anvy a::',:;-yloé%%gpl'%lsgq

patzent oy )
initial diagnosis was right lateral pharyngeal ce PLEALOERER LATE LR, fo=i0 Fane
to twonsillitis. on the second hosgital day, the patient waé '
feeling better with decreased dysphagia. She remained afebrile and

the uvula was midline. - However, by early morning of the third
hospital day, there was increasing dysphagia and slightly increased

right lateral pharyngeal edema. After appropriate preoperative

counselingiand consent, the patient was taken to the Operating Room
where an intraoral incision and drainage of the right 1lateral
pharyngeal abscess was performed. Ppstcpe:atively. there was no
airway compromise, SO the patient was extubated in the OR. IV
cefazolin, 1 gm 4q8h was substituted for ‘penicillin and IV
metronidazole was continued postoperatively. Subsequent culture
results revealed StaphleCOCCus species rasistant to penicillin,
put sensitive to cephalosporins. The patleni lmpIrove

the penrose drain Wwas removed on postoperative day one. IV
antibiotics were discontinued on postoperative day two and
cephalexin, 500 mg po géh and metronidazole, 500 mg Ppo géh were
begun. on 15 Hay 1993, the patient was discharged in good
condition with a recommendation for one week of unit convalescent

leave.

DIAGNOSIS: Right lateral pharyngeal ahscess secondary to

tonsillitis

SPECIAL PROCEDURES AND OPERATIONS: 13 May 1993 - Intraoral
incision and drainage, right lateral pharyngeal abscess

t

Oon 15 May 1993, m was discharged to duty in

DISPOSITION: :
much improved condition. Discharge medications were cephalexin,
metronidazole and Tylox. She was on a soft to regular diet.

the Oral and Maxillofacial Surgery Clinic
in two days. Telephone consultation was also plagned with the
ENT service at Landstuhl Army Medical Center in Germany to discuss
possible referral for tonsillectomy in the near future.

Follow-up Wwas planned in

LTC, DC
oral and Maxillofacial Surgeon
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- . MEMORANDUM FOR _RECORD

28 July 1993

This MFR is to document the difficulties I encountered in
attempting to refer a patient, to the ENT
Service at Landstuhl Army Regional Medica Center while the patient
and | were both deployed to Zagreb, Croatia with the S02nd MASH. - '

' I treatedm a CRNA with the 502nd MASH, for a lateral .
pharyngeal abscess secondary to tonsillitis in May 1993. Vhile she
was recovering from an I & D.of the right lateral pharymgeal abscess,
I called the ENT Service at LARMC to discuss her referral for _

=

evaluation and treatment of her chronic tomsillitis. I spoke with LTC
Stimmer. After hearing my description of her case, he agreed that
tonsillectomy was indicated after approximately & weeks of recovery .
from the I & D. However, he said that no appointments were available.
. After asking. that her case be given some priority eince she was
deployed to Croatia and she was a key and essential staff member of °
the hospital who would require replacement, LTC Stimmer told-me that
no priority was warranted just because she was deployed. He told me
that everycne assigned in Europe was "deployed”. I disagreed with him
and continued insisting that she should be seen expeditiously because
of the adverse effect of her possible continued tonsillitis on the
mission of the 502nd MASH. He was totally unccoperative and
unprofeSsional, but fimally told me to mail him a copsult and he wauld
. get back to me. I did as he asked and included my telephone and FAX
numbers on the consult. I also kept a copy of the consult. After two
weeks, 1 had not heard from him and I called him back. Initially; he
claimed he did not recall our previous conversation: After 1
described the conversation. in detail, he told me to hold on and he
would lock for the consult. He returned to the phone after several
minutes and explained that the reason he never answered my request was
because I did not include a phone. or FAX number for him to call. I
asked him if he was actually looking at my consult and he said yes and
that there were nc phone or FAX numbers on the consult. 1 then told:
him I was holding my copy of the consult and that my copy included the
numbers. There was silence on the line for a few moments and then I g
told him I did not appreciate being lied to and that if he did not £
cooperate and help my patient. I was going to go up the chain of gl
command.  He said that he would call me back within a day. The %%-
following day I received a FAX message with an-appointment for GEEED
RGN to be seen in Landstuhl. Arrangements were made for another
military CRNA to deploy to Zagreb in her absence and she was evaluated
and underwent tonsillectomies at Landstuhl 1ater in the summer. At
pE and my request, she was treated by a different ENT surgeon,

5

‘ﬁot ﬂ?b Stimmer.

TS
A, v 2

LTC, DC |
Oral & Maxillofacial Surgeon
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! : 10-USE 1342 Cnaubhonisad
23, TYPE OF REPORT (X one) ' o - o
fa. vmaL X | b. CORMECTION OR ADDITION [ Te revsion = Viogs -~ oo
D DATE Of ACTION | 4. EFFECTIVE DATE OF |3, MEDICAL IRCATMENT FACLITY (IATT) i
" (YY3RCO) ACTIGN ("YMMOO) |3 "NAME A0 AODRESS (SRreet, City, Swaee, 22 Coce) | b. OMIS CODE
' - 1 Landstuhl Regional Med Cef'
95 02 23 - |85 02 23 CMR 402 607
s : APO _AF Q9180.
6. PROVIDER INFORMATION , . ,
|2 NAME fast, Frsg, Midche) ' TSN | ¢ DATE OF IRIH [Traevod)
| STEMMER, Auqust L. : ..
d, NAME OF PROFESSIONAL SCHOOL ATTENDED v { (1) UNITED STATES ¢. DATE GRADUATED
Harvard Medical School R () FOREIGH (rmsmo055 06 16
f. STATUS (Xone) A . ] K .
X|ayamy ) Ax Force () Qvilian G5 {7) Partnarship External "] toarersonst
Q) Nary (4) PHS (%) Partnership Internal (2) Parsonal Servicas Contract Services Contract
g. SQUACE OF ACCESSION (X a8l that spply) '
Q) Miktary . () Gviisn < h. PAY GIADE
w | () Volunterer . 2 ' {a) Civil Servica
@MWMMM .-l () Contractad 0-5 (LTC)
4 Uniformeed Services Univenity of Health Scences’ {9 Consultant I FEDERAL DEA NUMBER
() National Guard : () Foreign Natioasl (1 of hre) | (¥ Jnowmd
(2} Resecve : (e) Other (Specty)
(N Other Spodfy)’ : ' TRUF CERTFIEN ONDIEY
| LICENSING INFORMATION ’ . N '
(1) State of U - (2} Ucamsa Number {1) Stta &f Licorse ~~<{B-treense-fumbesr-————]
California _GFE 6854 I/ . -
7. TYPE OF PROVIDER ARD SPECALTY FELD CF LCIASURE) (X 2 that acoly)
1. PHYSIOAN DEGREE ix Two. 0109 [ T oo0.m20
mwmamm : - :
{ X1 () soard Cerugad [ 1 () Residancy Compieted [ ] (Qin Resiscncy (0157025) [ ] () No Residescy
Q) Primary ScoceRy T [ | mmmal Mecicne(Cont) | | ) Otorhinclaryngoiogy || (0 Surgery. Genaral (Coat)
Ql in Trainiag A infectious Diseass () Orthopedics (td) Onccicgy
O Ganersl Practice (GHQ) | o) Nephrology (n) Pathology {t.e) Pediatric
(O Anesthesdogy | h.e) Pulmonary (o) Pediatrics . \B] qubh«alvi-“du
&) Aviztica Mecidne (h.) Rheumatology (p) Physical Miedicina (tg) Plastic
¢e) Dermatology . [ | (hg) fropical Madicing {(Q) Preventive Medidne () Uncierssas hiedicine
{f) Emergency Maedicine OLh) Aflergw¥nmuncicgy {r} ‘Psychlstry {v) Urclegy
(@ Famity Practica (M Cardiciogy - (9 Racadiogy (wl Imermsivist
0) irtomel Medicing | | hd Endowincicgy ). Surgery, General (x) Mecnatologtt
g (h.a) Gastroertarcicgy @ Naurciogy {ta) Cardio-Thorack {3} Other (Spediy)
(5) Homatolegr- @ Cbstztric/Gymecoiogy {t5) Colon-Rectal
i Oncology . () Ophchalmnology {t.r) Neurcmagery
©) #card Cavtifiatonts) , - '
American Board of Otolarvngolagy
b CENTIST " { | penmsT 0200
Highest Spedakization () Primary Specally -
= msout:“a:u B f& 1a Kasdancy (395) (a) Genersl Dantal Officar r_jm Other (Specfy)
(b) Residency Completed | ich Mo Residency {t) Oral Surgeon
3) Loard Cartificztion(s) R :
€. OTHER PROVICERS OTHEA PACVIDERS ,
' Audicicgict (800 " [Murse Anesthetst (110) Cpiometrist (530 . Ragistared N 1rse (100)
Cinical Cietidsa 200) T | Nurse Miderife (120 rhysical Therapist (530 Emargency Modical
Cinial Pharnacist (0507) || Murse Practttioner (1209 | | Mysican Asistant (8423 Technican
Ginles! Paycheioget (370) Ocupaticnal Thecapist || Podlatrist 35Q) .| ocher (pecity)
Clinical Socisl Workar G00) (a1 ‘ Speech Pathoioghst (450) '
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- 8. ACTION TAKEN I i

a. PRML‘GINGACDONS TAXEN/REASONCDOE | b. ACTIONS O IHER THAN PAIVILEGIHG cnomusmmm 7 l< LENGTH OF
L Betfoatl Nem t4a REASON COG!SGnhgoJmmuu _ Ga ACTION
610.02 “ul ¥ Permanent
— Oualitv Aspurance Décumenk

10 USC 1102, Unauthpri zed
- e ) pmear N s me 3&“}0 Fine
1 none ] none

d. UST HOW AND WHY WHAT PRIVILEGES ARE AFFECTED 8Y THE ACTION:

Provider's clinical privileges in otolaryngology and maxillo-facial
surgery at Landstuhl Regional Medical €enter are revoked based on
incompetence. Hearing Committee reviewed all evidence presented and
recommended continued revocation of pr1v1leges. PrOV1der was adV1sed
of right to appeal to USA MEDCOM. : : .

e. OTHER ACTIONS TAKEN C(al thatagely)

{1) Review ) Rehatifraticn
(8) Fired / Terminated (7). Separated
9. CQVILAN CONTRAGCTOR NAME '

{§) Ca-the-cb Tralsing
(3) Retired

) Retining
(8) Reclgned

(9 Seperated for Causa
{10} Other

13 ;msg" mﬁ!ﬁ O HOMZ OF RECORD 11. MEDICAL num‘l@(mmOFmﬂfA“
o Oty 3ate, ; e b. TELEPHONE (inclvct
LRMC- _ _ Area Cocle) (
€MR 402, Box 11 APO AF
APO AE (09180
1Z REMAAKS
- ;
TRUE CERTIFIED CQPIE
BY ‘/ﬂ 7
'$3. .OFRCE OF THE SUD.GEM GENERAL (0TSK) NONMICUAL SUSTITTING COMPLETED REPCORT
& NAME Qaz, Rrse, a1kl initiad b TINE "l TELEPHONE
ot ) . .
& ADUORESS . SIGNATURS {. DATE S.GNED
Office of the Surgecn General ' (rua30)
. }' : )
1
INSTRUCTIONS
. (Al other tems are seifexplanatory)

Fo-§ Cﬂm@!um MMWthW or 3dd Inlermation to the contents of a curment yersion .
danpod.

26, Mavition to Action: A now action which iz reioted 1 snd modifies a provioudy sbritiad sdvirse action.

3. Date of Action: Encer the datz of formal approvsl of the MTFS action & Indiced by the OTSG.

& Effoctive Cate of Action: Entar tha daty on which the scion becume effuctive.

Ua, Privieging Actlane Takea/Beasom This entry b equivalent,to NPDS's Adverse Action Oxsiificsth n Code.
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1. DATE OF REPORT i
L HEALTH CARE PROVIDER . (YYMAMODD) REPORT CONTROL SYMBOY
CLINICAL PRIVIL. .ES ACTION REPORT '
(Shaded arsas for orsG infofm‘u'on only.) 9'19-1.4:1“:-12'0%\55'(13‘.“343 .2 :
L 10 J137 1107 1o ). -
2. TYPE OF REPORT (X one) Disclosnoa savriag 3600 Fina
a. INITIAL - b. CORRECTION OR ADDITION X ¢. REVISION TG ACTION d. VOID PREVIOUS REPQRT
3. DATE OF ACTION (YYMMDD) 5. MEDICAL TREATMENT FACLITY
T - 3. NAME b. ADDRESS (Inciuce Zip Coce and Country itnot U.5.)
941302 Landstuhl ATTN:
4. EFFECTIVE DATZ OF ACTION | Regional Medical Center Y+ AEMLA-OA
(YYMMOD) T (Cliff Wagner, CPHQ)
APO A -
941102 _ E 09130 3460
§. PROVIDER INFORMATION
a. NAME (Last, First, Miccie inmtial, Suffiz) b. SQCUAL SECURITY NUMBER ¢. DATE OF BIRTH
Ry (YYMMOO)
STEMMER, AUGUST L. e
¢. NAME OF PROFESSIONAL SCHOOQL ATTENDGED f. DATE GRADUATED g. STATUS (Xcne) (3) Air Forea
, & _|(1) United States |  (YYMMODD) X | (1) Army (4) PHS
Harvard -Medlcal School (2) Foreign 55/06/16 (2) Navy -} (5) Civiitan
h. SOURCE OF ACCESSION (X a/l that apgly) .
(1) Military 0 (2) Civihan TRUE CERTIFIED COPES
X [ {a) volunteer {a) Civil Segyica /_\K
: (b) Armed Forcas Health Professional Scholarship Program (b) Contraccfcd /
{c) Uniformed Servicas University of Heaith Seiances (¢} Consultant !
(d) Ready Reserva of the National Guard “or Reserve Components (d) Foreign National (Local hire)
(e) Other (Specify) ! (a) Other (Specify)
1. PAY GRADE -1J. ' YEARS OF FEDERAL SERVICE | k. FEDERAL DEA NUMBER (If known)
LTC/05 . 8 BS0750566
. LICENSING INFORMATION
(2) (X one) . (2) (X cne) .
(n Stazgcgf.)Lxcensa — (3) License Number (1 Stafé-ogf.)u:enu = (3) Licenss Number
CA X GFE 6854
7. TYPE OF PROVIDER AND SPECIALTY (FIELD OF LICENSURE) (X all that apply)
X | a. PHYSICIAN DEGREE |  {oo. (020 | X ™MD 010
5 (1) Highest Level of Specialization )
i (a) Board Cartified | : ] (b} Residency Completed ] l (¢)!n Residency (015/025)! ] (d) No Residency
: (2) Primary Speciaity ' :
| (a)In T_rammg . (g) Family Practica {(m) Orthopedics {s) Radiolegy
{b) Genarai Medical Officar (h) internal Medicine ‘(n} Pathology (t) Surgery

{c) Anesthesicicgy (i) Neurcicgy (o) Pediatnics {u)Underseas Madicina
' (d) Aviation Medicine (i) ObstatricaGynecolegy (p) Physical Madicine (v) Urology

(e) Dermatoleqy : (k) Ophthalmology (q) Preventive Medicine {w) Other (Speaify)

(f) Emergency Medicine X | () Ctorhinolaryngology (r) Psychiatry
8 (3) Board Cerufication(s)

American Board of Otolaryngology
| b. DENTIST (030) - R

2

e r

4 (1) Highest Level of Specialization _ vy D
g (a) Bcard Cartitied l [ (b) Residency Complatad I l (¢) In Residency (035) I |L1;dt‘m jfgédeney
§ (2) Primary Specatty . "=
(2) General Dental Officar I l(b) Oral Surgeon | ' (c) Other (Specrty) AN \ l1 \99"*

i (3) Board Caruficatuon(s) e

| <. OTHER PROVIDERS - -

(1) Audiologist (400) (6) Nurse Anestheust (110) . (11) Physical Theraoist {430)
{2) Clinical Dietioan (200) (7) Nurse Midwife (120) (12) Physictan Assistant (642). -
| 3) Clinical Pharmacist (050) {8) Nursa Practrtioner (130) ' {13) Pediatnist (350)

{4) Qinicat Psychologist (370) (9) Occupational Therapist (410) : (14) Speach Pathologist (450)
‘ (S) Clinical Sodial Worker (300) (10) Optometnst. (636) . (15) Reqistared Nurse (100)
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d. PRIVILEGES AFFECTED BY THE ACTION

All clinical privileges in Otolaryngology and maxillo-
revoked. _ : :

e _OThER ACTIONS TAXEN (X ail that apety)

(1) Review : (3) Retraining (5) Separated for Causa mmod {3) Retireq
(2) Rehaoritation (4) On-the-jon {6) Fired ! Terminatad (8) Resigneg | {(10) Other
9. DCCUMENTATION OF NOTIFICATION
' . NAME OF STATE(S) b. DATE NOTIFIED 2. NAME OF STATE(s) b.DATE ¢
AND CLEARING HOUSE (YYMMDD) AND CLEARING Hoysg , (YYM;
. .",

?°'"EM‘“‘iTC-Stemmer's clinical privile

He was advised, in writing, of this action and his rights to g hearing.
This decision was based, in part;

Impaireqd Provider Sub-Committee,.

s [og iral Eod o W Vo b Ff )
TRUE CERTIFIED O0RIE3

. Chief, Qudlity Division
11. OTSG INDIVIDUAL SUBMITTING COMPLETED REPGRT

a. NAME {Last, First, Micale Inrtiai) b. TITLE ¢ TELEPHONE (Incluce Area <

3. Date of Action: Ent

d. ADDRESS ¢. SIGNATURE f. DATE SIGNE
Office of the Surgeon General ' (YYMMDD)
INSTRUCTIONS '

(All gther tams arq seif-explanatory.)

2b. Correction or Addition: An administrative change intended to sy
contents of a current version of a3 report. :

2¢. Revision to Action:

Persede or add information to the

A -new action which is related to and modifies a previoys|

er the date of formal approval of the MT
4. Effective Date of Action: Enter

Y submitted adverse action.

Fsaction as indicated by the OTSG.
the date on which the action became effective,

8a. Privileging Actions-Takan/Reason: This entry is equivalent to NPDB’s Adverse Action Classification Code.

DD Fom_i_2499 TEST, AUG 90
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' ' 1. DATE OF REPORT
' / HEALTH CARE PROVIDER - - V" (rymmop) T | REPORT CONTROL svs
. (Shaded areas for OTSG information only) ‘ -19 USC 1102, W¥nauthoriasnd
2. TYPE QF REPORT (Xone) . 4 QAN S T YTy ey
X |a. NnmIAL b. CORRECTION OR ADDITION ¢. REVISION TO ACTION d. VOID PREVIOUS REPORT
3. DATE OF ACTION (YYMMGD) | 5, MEDICAL TREATMENT FACQILITY
. a. NAME : b. ADORESS (Inciude Zip Coce and Country itnot .
. 94/10/12 Landstuhl ) .

4. EFFECTIVE DATE OF ACTION | Regional Medical Center ' ATIN: AEMLA-QA
(YYMMDD) ~DWis CoDE (Cliff Wagner, CPHQ)
94/10/12 - ‘ : . ~ APO AE 09180-3460

6. PROVIDER INFORMATION _
N a. NAME (Last, First, Miccle Inmtial, Suffix) b. SOCIAL SECURITY NUMBER  fc. DATE OF BIRTH
. o (YYMMOD)
STEMMER, AUGUST L. : » v
. NAME OF PROFESSIONAL SCHOGL AT enoen |f. DATE GRADUATED . STATUS (Xone) | | (3) AwFe
) X [ (1) Unted States |  (YYMMDD) LX) army | PHS
Harvard Medical School (2) Forewan 55/06/16 (2) Navy (5) Civilia
h. SOURCE OF ACCESSION (X ail that apply) :
(1) Military ) (2) Civilian _ TRUE CERT-‘ =T Sopea
X | (a) Voluntaer ' : (a) Civil Se T RS
(b) Armed Forcas Heaith Professional Scholarship Program (b) Contracted .
(c) Uniformed Services University of Heaith Sciences (¢) Consultant , mm—

(d) Ready Reserve of the National Guard ‘or Reserve Components {d) Foreign National (Local hira)
- | (e) Otner (Specify) ' : (e) Other (Specify)
i. PAY GRADE - |- YEARS OF FEDERAL SERVICE | k. FEDERAL DEA NUMBER (f known)
LTC/05 8 BS0750566
l.  LICENSING INFORMATION .. .
W Stafscgfe)L censa g:.:x:::n (3) License Number M suf&c%‘;)l'lczns. S:)n:x.:::. (3) License Number
CaA X GFE 6854
7. TYPE OF PROVIDER AND SPECIALTY (FIELD QF LICENSURE) (X ail that apply)
X | a. PHYSICIAN DEGReZ | | 0.0. (020) | X [™M.D (010)
NS (1) Highest Level of Specialization . .
N X | (a)8oard Cerufied [ ] () Residency Complated [T ] () In Residency (015£025) [ | (d) No Residency
(2) Primary Specaity ] - . -
[ (a) In Traning (g) Family Practica (m) Orthopedics® - ! {s) Radiology
| (b) Gerieral Medical Officar (h) Internal Medicine (n) Pathology (t) Surgery
(c) Anesthesiology (i) Neuroiogy - | (o) Pediatrics {u) Underseas Medicina
| (d) Aviation Medicina (i) ObstatncwGynecology (p) Physical Medicine (v) Urclogy
‘(e) Cermatoicgy (k) Ophthaimoiogy (Q) Preventive Medicine . {w) Other (Specify)
) ‘(f) Emergency Medicina X | () Otorhinolaryngoiegy (r) Psychiatry
(31 Board Cernficauonts American Board of Otolaryngology
| b. DENTIST (030) .
(1) Highest tevei of Specializaton
(a) Board Cartified l_-] {b) Residency Complaetad r_' (c) In Residency (035) ,—I (d)No Residency  _ a
4 (2) Primary Speaaity reletveo—
’ _| {3) General Dentai Officer l l (b) Oral Surgeon l I (¢) Other (Sgecify) Y
(3) Board Certiicanon(s) 0(’\ TR
| c. OTHER PROVIDERS
(1) Audicicgist {400) : (6) Nurse Anestheust (110) (11) Physical Theraist {430)
| (2) Clinical Dietican (200) (7) Nurse Midwife (120) - | (12) Physician Assistant (642)
(3) Qinical Pharmacist (050) (8) Nurse Practrtioner (130) (13) Podiatrist (350)
| (%) Qinical Psycholegist (370) (9) Occupational Therapist (410) . (14) Speech Pathologist (450)
-] (5) Clinical Social Worker (300) (10) Ootometrrst (636) _ ' (15) Reqistared Nurse (100)

DD Form 2499 TEST, AUG 90 Previous edrtions are obsoleta.
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ACTIONS OTHER THAN ""'VILEGING (ADMINISTRATIVE)/ ¢. LENGTH OF
b. ACTI " (See Page 2) ACTION (fnmomt

a. PRIVILEGING ACTIONS TAKEN/
el REASON CODES (See / 2) REASON cf

Quality Assurance Documr.\. '

Py Uioe ‘L-\'r‘. \Juu\s'b«la&,&.ue.&

- : B " pisclosure cazries $3000 |Fine

N/A

™ ] nONE

Abeyance of clinical privileges in otolaryngology,
admission and consultation to ICU pending outcome of informal QA investi-
gation. Investigation to be completed and report made NLT COB 13 Oct 1994

8. OTHER ACTIONS TAKEN (X all that appty)

d. PRIVILEGES AFFECTED BY THE ACTION

(1).Reym_\'~ {(3) Retraining (5) Separated for Cause (7) Separated {9) Retired
(2) Rehabilitation {4} On-the-locb | (6) Fired/Tarminated (8) Resigned (10) Other
9. DOCUMENTATION OF NOTIFICATION ’
a. NAME OF STATE(S) b. DATE NOTIFIED . 3. NAME OF STATE(S) : ' b. DATE NOTIFIE
AND CLEARING HOUSE (YYMMOD) AND CLEARING HOUSE (YYMMDD)
-y
10. REMARKXS

LTC Stemmer's clinical privileges were placed in abeyance on
12 October 1994, pending the outcome of an informal QA investigation
into allegations of providing substandard care.

PREPARED BY:

TRUE CERTIFIED QPPIES
S
o e
8Y _
Chief, Quality Division
11. OTSG INDIVIDUAL SUBMITTING COMPLETED REPORT : M .

3. NAME (Last, First, Micdle Inrtiai) b. TITLE . c. TELEPHONE (inciuge Area Ccc
d. ADDRESS T e SIGNATURE T DATE SIGNED
Office of the Surgecn General ' : (YYMMODD)

INSTRUCTIONS

(All other items are seif-expianatory.)

2b. Correction or Addition: An administrative change mtended to supersede or add mformatlon to the
contents of a current version of a report. ‘

2c. Revision to Action: A new action which is related to and modifies a previously submitted adverse action.
) 3. Date of Action: Enter the date of formal approval of the MTFs action as indicated by the OTSG.
4. Effective Date of Action: Enter the date on which the action became effective. -

8a. Privileging Actions-Taken/Reason: This entry is equivalent to NPDB’s Adverse Action Classification Code.
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